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There are few conditions in children which are 
more confusing and puzzling than those sometimes 
caused by the presence of a foreign body in the 
alimentary or respiratory tract. It would appear 
at first thought, that there is no reason for any 
perplexity, the history furnishing the diagnosis. 
Experience demonstrates, however, that the matter 
is not so simple, for several reasons: Firstly, the 
history is often indefinite and misleading ; secondly, 
the primary symptoms because of their transitory 
nature are either overlooked or not considered as 
important evidence; and, thirdly, the alimentary 
and respiratory tracts tolerate a foreign substance 
for a long time before giving any manifest reaction. 

Even though the history be definite and the 
primary symptoms well defined still the quiescent 
period which frequently follows, tends to allay the 
suspicion of the entry of a foreign body and the 
entire occurrence may in time be entirely forgotten 
and receive no consideration in the estimation of a 
later affection which may be the direct result of the 
existence of a foreign object within one of, the 
tracts. 

Thus it is that many cases present themselves for 
diagnosis, exhibiting certain clinical features which, 
conforming in their ensemble to acknowledged en- 
tities are so considered, until the extrusion or a be- 
lated intrascopic examination reveals a foreign sub- 
stance as the cause of the condition. 

The diagnosis in children, in whom this accident 
occurs far more frequently than in adults, is thus 
attended with many difficulties; and close observa- 
tion and keen analysis of the objective and subjec- 
tive data are necessary in order to arrive at such a 
mental attitude, as will suggest radiographic and 
endoscopic examinations in order to verify or ex- 
clude the tentative diagnosis of a foreign substance. 

CLASSIFICATION. 

Because of their infinite variety, the substances 

| which have been ingested can be classified only in 


hand at the moment of the accident. 


an imperfect manner. Such a classification, how- 
ever crude, is nevertheless necessary since much 
depends upon the nature, shape and size of the ob- 
ject. The substances may first be divided into in- 
organic and organic. The former may be sub- 
divided into smooth, round bodies (coins, beads, 
pebbles) and irregular sharp bodies (nails, pins, 
glass). The organic substances may be divided 
into vegetable substances which swell in the pres- 
ence of fluids (bean), vegetable substances which 
do not swell in the presence of fluids, and animal 
substances. This classification, modified from that 
suggested by Hoffman, covers the vast majority of 
such substances as enter the organism of the child. 
Such a vegetable substance as a bean, though harm- 
less in the alimentary tract, may work havoc in the 
air passages because of its obstructive capabilities 
due to its power of swelling in the presence of 
fluids. The objects which usually cause trouble in 
the alimentary tract are metallic, either smooth or 
sharp, as coins, pins, nails, etc. The bodies most 
frequently found in the bronchi of children appear 
to be nails, pins, buttons, beans and beads; in the 
esophagus—coins. Pins and needles give the 
greatest trouble in the stomach and intestine. A 
smooth, rounded substance will not cause an ulcera- 
tive condition as rapidly as an irregular sharp one. 
Though usually single, occasionally more than one 
body may be ingested or inspired. 
HISTORY. 

A sane adult will be able, as a rule, to give a 
clear and definite history of the ingestion or in- 
halation of a foreign body. Such a history is, how- 
ever, seldom to be elicited even from older children 
because of the fright and emotion attendant upon 
the event. Occurring as it usually does, when no 
eye witness is present, it is often difficult to de- 
termine the nature of the object the child had in its 
Even an ap- 
parently positive statement, by those interested, of 
the occurrence of the accident should not be given 
absolute credence, for many are the recorded cases, 
where with such an affirmative history and even an 
accompanying story of a spasm of suffocation, the 
foreign body was later found outside of the pa- 
tient, in-the bed or within the pocket of an at- 
tendant. Willard* cites a case he observed in the 
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practise of one of the prominent surgeons, of a child 


-who was tracheotomized and prolonged search made 


for a foreign body supposed to have been inspired, 
but which was later found within a pocket of the 
child’s clothing. Closer examination disclosed that 
the dyspneic symptoms were due to double lobar 
pneumonia. 

Nor is it always possible to tell from a mere con- 
sideration of the history alone, whether the foreign 
body was swallowed, or what is of more serious im- 
portance, inhaled. Tracheotomy has not infre- 
quently been performed in search for a body in the 
bronchi, which was ultimately passed per rectum. 

It may be stated, therefore, in dogmatic fashion 


FIG. 1.—Case I. Coin (quarter) in esophagus, at point of cervical 
constriction. 


that in order to avoid confusion, the history should 
be completely subordinated in the preparation of the 
diagnosis, and that in neither its positive or nega- 
tive aspects should it be allowed to unduly in- 
fluence the final conclusion. If at all considered 
the patient should be given the benefit of the doubt, 
in the sense that the benefit of a thorough examina- 
tion be conferred and careful surveillance, both 
immediate and subsequent, be instituted. 
SYMPTOMATOLOGY. 

The study of the symptomatology necessitates, 
first, the consideration of the symptoms manifested 
at the time of and immediately following the in- 
gestion of a foreign body, which are designated as 
the primary symptoms and may comprise the sum 
total of the eventual history of the case, and sec- 
ondly, the consideration of the later symptoms 
manifested as a result of its continued presence in 
the organism. The primary symptoms, mild or 
severe, transitory or prolonged, may be separated 
from the onset of the secondary by a period during 


which no reaction is apparent. In other words, 
after the distress resulting from the passage and 
entry of the body has subsided, there follows a 
period of calm, of variable duration, duritig which 
the foreign body lies as a non-irritant mass. This 
toleration is a variable factor and depends in a gen- 
eral way both upon the nature of the invaditig sub- 
stance and upon its location; it being essential for 
tolerance, that the substance neither markedly ob- 
struct the lumen of the tube within which it fests, 
nor irritate its walls. The intestinal tract, because 
of its almost constant contact in its functional ac- 
tivity with foreign bodies, exhibits great tolerance 
to their presence, and similarly an object which be- 


FIG. 2.—Case Il. Coin (quarter) in esophagus, at point of cervical 
constriction. 


cause of its size and situation does not interfere with 
the entrance of air into the lung will be tolerated for 
a long time even in the air passages. 


FOREIGN BODIES IN THE ALIMENTARY TRACT. 
THE ESOPHAGUS. 

Primary Symptoms.—The swallowing of a for- 
eign body and its passage into the esophagus is at- 
tended by no alarming symptoms if it be small and 
smooth. A large or sharp object causing greater 
irritation will induce a voluntary effort to expel it. 
This may be futile and then the centripetal action 
of the musculature of the pharnyx, acting in spite of 
the voluntary expulsive effort will cause it to pass 


_ tapidly downward. Depending upon its size and 


shape, it may pass either directly into the stomach 
or become impacted in the esophagus. In its pass- 
age there may be induced a temporary spasm of the 
glottis, resulting in severe inspiratory dyspnea, 
cyanosis, slow heart action and collapse. These 
symptoms, designated as the initial paroxysm, are 
reflex, due to irritation of the superior laryngeal 
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nerve and as Crile has proved experimentally, they 
occur only as a result of irritation of that portion 
of the esophagus opposite the larynx. This initial 
paroxysm of suffocation is of variable severity, 
often assumes a threatening aspect and may even 
result in death, The alarming symptoms may 


- partially subside, continuing in a milder form, or 


completely subside, giving way to a period of calm, 
as the body passes the sensitive area. 

Impaction is naturally most likely to occur at 
those particular points where, either through in- 
trinsic or extrinsic causes, the lumen of the tube is 
narrowed. This obtains usually at three points. 
First, at the beginring of the esophagus opposite 
the sixth cervical intervertebral cartilage and be- 
hind the cricoid cartilage; second, in its thoracic 
part opposite the fourth dorsal vertebra behind the 
aortic arch and at the point where it is crossed by the 
left bronchus; third, at its termination where it 
passes through the diaphragm. . As a result of 
anomalous construction, other sites of constriction 
may exist, Mehnert having described thirteen. A 
pathological stricture may be the cause of impac- 
tion of a foreign body which might otherwise pass 
through. Billroth performed esophagotomy on a 
child for the removal of a metallic button which 
had become arrested by a stricture caused by the 
ingestion of a solution of potash a year previously. 
Foreign bodies are most frequently impacted at the 
cervical and least frequently at the diaphragmatic 
constriction. 

Once a body is impacted it usually remains fixed 
in that particular position because both of muscular 
spasm and of swelling of the mucous membrane. 
As a rule, the higher up the impaction occurs, the 
more marked are the primary symptoms and the 
more rapid is their onset. It is important to re- 
member, however, that except for some slight dif- 
ficulty in swallowing, there may be for a long time 
no symptoms resulting from the presence of a for- 
eign body impacted in any part of the esophagus. 

Pain, dysphagia, regurgitation, nausea, vomiting, 
singultus, cough, hoarseness and hemorrhage are 
symptoms common to impaction in any part of the 
esophagus. The prominence of one symptom or 
another is associated with impaction in some par- 
ticular situation. 

Impaction high up, if the foreign body be sharp, 
often presents a clinical picture strongly suggestive 
of the condition. The appearance of the child with 
its head held rigid and drawn to one side, the mouth 
open and dribbling, associated with the immediate 
and increasing dysphagia and early regurgitation 
is rather characteristic of the presence of such a2 


foreign body in this situation. If the object is dull 
or smooth this picture is duplicated later when 
ulceration due to prolonged pressure appears. The 
pain is referred to the throat; it is constant and in- 
creased during swallowing, while tenderness may 
be elicited either by backward pressure on the cri- 
coid cartilage or bilateral compression of the soft 
parts opposite this point. Vomiting is not common, 
but when it does occur it usually follows the hoarse, 
paroxysmal cough. As examples of impaction at 
this location the following cases are reported: 


Case I. Samuel K., aged six years, was pre- 
sented with.the history that he had swallowed a 


FIG. 3.—Case II]. Coin (cent) in esophagus, at point of cervical 
constriction. 


silver “quarter” seven days before. Immediately 
after the accident the child coughed and choked 
considerably and there was much nausea. Four 
hours later he was examined by a physician, who 
allayed the fears of the parents and assured them 
that the body had passed into the stomach and 
would in due time appear in the stools. At this 
time and for the two following days there were no 
symptoms except that the child complained of 
silght pain in the neck. Then difficulty in swal- 
lowing of solids appeared. The pain soon became 
worse and dysphagia rapidly increased in severity, 
so that on the fifth day even fluids were regurgi- 
tated. Upon the sixth day a bougie was passed 
into the stomach without meeting any obstruction. 
Physical examination was negative except that the 
head was held to the left side and its movements 
were restricted. Regurgitation of solids was im- 
mediate and deglutition very painful. Fluoroscopic 
examination showed the coin in the cervical por- 
tion of the esophagus (Fig. 1). It was removed 
by the aid of Graefe’s basket or the “coin catcher” 
of Dupuytren, as the instrument is sometimes 
called, though not without some difficulty. The 


13. 
a — | 
Is, 
ad 
i 
1S 4 
n- 
or 
S, 
C- 
| 
| 4 
: 3 
1 
. 
{ 
{ 
] 


AMERICAN 
4 Journat or Surcery. 


Hirscu—Foreicn Boptes. 


January, 1913. 


child vomited after extraction, but the recovery was 
prompt and without sequele. 

Case II. Florence B., aged 3% years, while 
playing with a silver “quarter” suddenly began to 
choke and cough, and then fainted. The mother 
ran to the child, and suspecting the cause of the 
paroxysm inserted her finger in the child’s throat 
and thought she felt the coin which slipped from 
her finger when she attempted extraction. Soon 
after this the child recovered, became quiet and 

_ appeared comfortable. Five days later difficulty 
in the swallowing of solids was noticed, but there 
was no regurgitation or vomiting. She sought 
medical advice. After examination of the throat, 
a catheter was passed into the stomach without 
much difficulty and assurance was given that the 
coin had passed out of the esophagus and would 
make its exit in the normal way. Complete relief 
of symptoms followed for 14 days, when gradually 
increasing difficulty in the swailowing, even of 
fluids, regurgitation, a slight cough and general 
depression, prompted the mother to again seek ad- 
vice. General physical and local examination did not 
yield any data. Fluoroscopic examination showed 
the presence of a coin in the esophagus in the seg- 
ment of cervical constriction. After a radiograph 
(Fig. 2) had been made, the coin was removed 
without any difficulty by means of a “coin catcher.” 

Case III. Fanny C., aged 2 years, was presented 
with the history that for the preceding ten days the 
child had been croupy and had considerable difficulty 
in swallowing. Examination showed the pharynx 
and tonsils to be in normal condition. There was 
considerabe drooling of saliva, and the mouth was 
kept open. Its mucous membrane was normal. 

Unable to account for the condition on any other 
basis than the existence of some obstruction in the 
esophagus, a fluoroscopic examination was made 
which disclosed a coin (Fig. 3) in the cervical con- 
striction. There was no history of its ingestion. 

Case IV. Warren T., aged 9 months, was pre- 
sented with the history that on the previous day 
the child had a paroxysm of dyspnea and coughing. 
The parents suspected that. a safety-pin had been 
swallowed. The next day the child vomited con- 
siderably, did not take its nourishment and the 
cough persisted. The child was examined by Dr. 
Henry Koplik, who diagnosed a pin in the esopha- 
gus. The radiograph (Fig. 4) corroborated this 
diagnosis and showed the pin open in cervical part 
of esophagus. It was removed with aid of the 
esophagoscope. 

A great variety of foreign bodies has been re- 
moved from this situation; Rigby? extracted a toy 
bicycle; Mayo* a buckle, etc. 

The symptoms present as a result of impaction of 
the foregn body at the point of aortic constriction 

_are usually mild. The dysphagia is not severe, the 
‘pain being slight and referred to the midscapular 
region. Cough is an early and persistent symptom. 
Bodies are well tolerated in this situation. In the 
majority of cases characterized by prolonged stay, 
the object was located in this part of the esophagus. 


Because of the proximity of the aorta, the danger 
of perforation of this vessel through ulceration is 
always imminent. Such an ulcerative process even 
though rapidly progressive may produce no symp- 
toms until actual perforation has occurred. 

An example of prolonged stay in this situation is 
the case reported by Bronner* of a boy five years 
who swallowed a coin. For twenty-two months 
there was a spasmodic cough, hoarseness and oc- 


FIG. 4.—Case IV. Open pin in esophagus. 


casionally attacks of pain referred to the abdomen. 
The swallowing of solids was difficult, fluids passed 
readily. Examination by means of the --ray 
showed the coin in the esophagus opposite the fifth 
dorsal vertebra. It was pushed down into the 
stomach and discharged per rectum five days later. 
In Rectenwald’s® case a coin was impacted in this 
portion of the esophagus for 129 days. In a case 
reported by Mac Intyre* and also in Kallionzis’s’ 
case, a coin was impacted in this situation for six 
months. In a case reported by Fullerton*® a coin 
was impacted in this situation for seven. months, 
giving no symptoms until three weeks before opera- 
tion. 

A case showing a still longer retention is that re- 
ported by Jalaguier® who removed a coin from the 
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esophagus of a child four years old. It was swal- 
lowed when the child was sixteen months old, and 
for two years gave no appreciable symptoms. At 
the end of this time the child began to suffer from 
regurgitation, dribbling of saliva and vomiting. 
Examination with the x-ray showed the coin in 
the esophagus opposite the fourth dorsal vertebra. 
At the operation, the esophagus about the site of the 


-impaction was found ulcerated and _ thinned. 


Halstead’ reported the case of a child of five years 
who since infancy had suffered from vomiting, 
regurgitation and repeated attacks of abdominal 
pain. The diagnosis of congenital stricture of the 
esophagus had been made and with the object of 


FIG. 5.—Case V. Disc whistle in esophagus, at point of aortic 
narrowing. 


finding the stricture an s+-ray examination was 
made. This revealed the presence of a coin (cent) 
in the esophagus, impacted at a point about op- 
posite the fourth dorsal vertebra (aortic constric- 
tion). It had been in this situation for at least 
four and one-half years. 

In the following case a disc whistle was impacted 
in the aortic constriction of the esophagus. 


Case V. Abe G., aged 3 years, swallowed a tin 
whistle eight days before. For four days there 
were no symptoms. The stools were watched after 
the administration of a cathartic, but the whistle 
did not appear. Frightened at the non-appearance 
of the offending body, the parents brought the child 
to Dr. David Katz, who passed a soft rubber bougie 
into the child’s stomach without any apparent hin- 
drance or difficulty. Recognizing, however, that 
this did not rule out the presence of the body in the 
esophagus, the patient was referred for radio- 
graphic examination. The child was not seen, 
however, until three days later, during which time 
there had been a dry cough, dysphagia, and regurgi- 
tation of solid food. Fluorscopy showed the disc 
whistle in the esophagus at a point about opposite 


the fourth dorsal vertebra, as is shown in the 
radiograph (Fig..5). With the aid of a “coin 
catcher’ the whistle was removed without any diffi- 
culty. 

Case VI. Hannah W., aged 9 months, was re- 
ferred by Dr. S. Newman with the history, that 
three days before the child swallowed a_ small 
safety-pin. For many hours there was choking 
cough, dyspnea and nausea. Gradually these 
symptoms abated and the child became quict, took 
its nourishment wel and seemed to suffer no dis- 
comfort. For the preceding twenty-four hours the 
child had again become very restless and refused 
nourishment. The head is held rigid and turned 
somewhat to the left side, and movement seems 
to cause pain. A radiograph (Fig. 6) showed the 
safety-pin open in the esophagus, the point to the 


FIG. 6.—Case VI. Open safety-pin in cervical portion of esophagus. 


left. Dr. Charles Elsberg performed an esophag- 
otomy and found the point of the pin imbedded in 
the wall of the tube, and in order to remove it it 
was necessary to divide the pin and extract it in 
two pieces. The recovery of the child was un- 
eventful. 

Impaction at the point of diaphragmatic con- 
striction is a rare occurrence, and foreign bodies are 
usually not well tolerated in this situation. 
Singultus is frequently a persistent symptom from 
the beginning. There may be vomiting associated 
with a constant pain in the episternal notch or in 
the abdomen. Baldwin" reported a case of a girl 
who without apparent cause began to have symp- 
toms of croup with dysphagia and regurgitation, 
which gradually increased in severity so that at the 
end of a month the child was considerably emaci- 
ated. A radiograph at this time showed a button 
in the esophagus five centimeters above the cardia. 

The following case illustrates the usual history 
of bodies in this location. 

Case VII. Abe S., aged 8 years, was presented 
to me with the history that thirteen days before he 
had swallowed a disc whistle. At first he regurgi- 
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tated all food, but later he was able to swallow 


fluids with but slight difficulty. He had singultus - 


and complained of pain in the upper abdomen. 
General physical examination yielded no data hav- 
ing bearing upon his complaint. Radiography 

(Fig. 7) shows the presence of the whistle in the 
diaphragmatic portion of the esophagus. As a re- 
sult of attempts at removal the whistle fell into the 
stomach and was passed later. 

_ Tolerance.—lf the primary symptoms persist and 
increase in severity, as happens but rarely, the dif- 
ficulty in diagnosis is not so great. As is most often 

the case, however, the primary symptoms either 


FIG. 7.—Case VIL Disc whistle in diaphragmatic constriction of 
the esophagus. 


abate or subside completely, leaving the patient 
comfortable, or subject to but slight discomfort. 
During this period which may be of longer or 
shorter duration, the body thus lies in the esophagus 
without manifesting its presence. If the history of 
the ingestion is clear, the subsidence of the symp- 
toms and the state of comparative comfort into 
which the patient passes lead to the belief that the 
body has entered the stomach and will in due time 
appear in the stools. If the history of the ingestion 
is doubtful, the return of the patient to an ap- 
parently normal condition will allay the suspicion 
of its entry, which the sudden and alarming 
primary symptoms may have aroused. 

Though not disposed because of its structure to 
the retention of foreign objects, yet the tolerance 


that the esophagus exhibits to such substances as 
do not cause much obstruction is remarkable and, 
as is to be noted from the cases cited, coins, buttons, 
pins, etc., have remained within the gullet for years 
before the onset of secondary symptoms. In many 
cases a sort of encysting process takes place, due to 
the swelling of the mucous membrane. Sooner or 
later, however, the gradual or sudden onset of the 


secondary symptoms of an obstructive or inflam-— 


matory type, serves to focus attention to a con- 
dition believed to have terminated. 

Secondary Symptoms.—The secondary symptoms 
which appear depend upon the pathological con- 
dition, and upon the part of the esophagus af- 
fected. The edema which results from the pres- 
sure at the site of the impaction may go on to 
ulceration with the eventual perforation of the tube. 
An acute esophagitis or periesophagitis, with or 
without abscess formation may be set up and the 
abscess may perforate either externally into the 
surrounding tissues, or into the interior of the 
canal. When the inflammatory process involves the 
cervical part, there will be intense pain referred to 
the neck and chest, vomiting, dysphagia, chills and 
fever. The head is held rigid and every move- 
ment causes considerable pain. There is a dribbling 
of saliva from the mouth and frequently a severe 
cough. The entire region of the neck is swollen. 
If an abscess forms, it may be recognized by the 
usual means. If the process occurs in the thoracic 
portion, perforations into the mediastinum, trachea, 
pleura or pericardium is possible. Rosenthal’? re- 
ported a case in which a fragment of bone impacted 
in the esophagus of a boy had perforated into the 
pleura, causing pneumothorax. This and similar 
complications nearly always prove fatal. In an- 
other case ascarides were found to have perforated 
the esophagus, and to have entered the left pleural 
cavity, causing pneumothorax. In a case reported 
by Marshall*® a stud-button impacted in the 
esophagus of a child seven months produced con- 
solidation of the right lung, perforation into the 
trachea an inch above the bifurcation and pus in the 
bronchi and esophagus. Ulceration of the mucous 
membrane of the esophagus may take place in- 
sidiously without the production of marked symp- 
toms. Hemorrhage resulting from this has in rare 
instances appeared as early as the eighth day. 

In a case recorded by Heaton", blood was 
brought up within a few hours after the impaction 
of a disc whistle in the esophagus. In a case in 
which severe hemorrhages appeared on the eighth 
day, a deep ulcer was found eroding into the aorta. 
Hawley™ reported a case of a boy of four years, 
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who after three severe attacks of hematemesis died. 
At the autopsy a coin (half-penny) was found im- 


pacted in the esophagus about one inch below the - 


level of the aortic arch. At each side where the 
coin came in contact with the esophagus was a deep 
ulcer; the one on the left side communicating with 
the descending sorta. The coin had been_in this 
situation for six months. Rolleston and Whipham’® 
reported a case of a girl of three years who after an 
illness of three months died, apparently from 
tuberculous peritonitis. The autopsy, however, 
showed a headless pin four and three-quarter inches 


FIG. 8.—Case VIII. Hat-pin in the stomach and esophagus of a 
= Pe circular shadow at the point of the pin is that of 
a blood clot. 


long, resembling a hat-pin, in the esophagus with 
two and one-half inches of its pointed end project- 
ing upward and perforating the wall of the tube 
on the right side just above the level of the 
diaphragm. The other end had also perforated 
the esophageal wall, pierced the diaphragm and 
perforated the superior mesenteric artery, forming 
a false aneurism between pancreas and duodenum. 

Fortunately, at the present time such sequelz or 
complications are not common, for our improved 
methods of diagnosis enable us to recognize the 
condition in its early stage and to remove the of- 
fending body before such dire effects ensue. 

FOREIGN BODIES IN THE STOMACH. 

When, whether mechanically or naturally im- 
pelled, the foreign body enters the stomach, com- 
plete relief of the symptoms peculiar to esophageal 
impaction usually occurs. Frequently, however, 
the pain originally due to the presence of the ob- 
ject in the esophagus, persists for some time after 
the radiographic examination demonstrates the 


body in the stomach or intestines. So, also, the 
ulceration which may have resulted from its pres- 
ence, may continue to give symptoms in spite of the 
irritating factor being removed, or an inflammatory 
condition aroused by attempts at removal may 
progress in spite of the success of such measures. 

The actual entry of the foreign body into the 
stomach is rarely attended by any symptoms even 
though the object be sharp, nor are there any mani- 
festations if it remain in the viscus but a short 


FIG. 9.—Case IX. Button in cecum. 
while. The symptoms depend upon the mechanical 
effects of its presence, upon the changes produced 
in the stomach wall and upon the alteration in the 
nature of the gastric secretion. Such is the toler- 
ance exhibited by this organ, that these effects do 
not attain any degree of severity unless the object 
has been within its lumen for a long time. Sands 
reported the case of a girl who, during a fit of 


laughter, had swallowed a pen-knife with the blade © 


open. For a short period after the accident there 
was severe vomiting and cramps, but for several 
days after this, until the removal of the foreign 
body. by gastrotomy there was no symptoms. 

Once having entered the stomach, foreign sub- 
stances usually may remain there but a short time, 
but may be retained days, months or even years. 
They may be vomited immediately upon entrance or 
not until vomiting has become a persistent symp- 
tom because of a resulting gastritis. The stomach 
does not show any particular tendency to impede 
the passage of foreign substances. When retention 
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- does occur it depends upon a multitude of factors, 
among which those due to the physical characteris- 
_ tics of the invading substance are the more im- 
portant. It may be stated in a general way that the 
sharper, larger or longer, the object is, the 
_ slower and more difficult will be its passage through 
the pylorus. Long bodies usually are found lying 
- parallel to the long axis of the organ. When the 
object is very long it may be unable to completely 
enter the stomach, and it may then lie partially in 
the esophagus, as in the case, which through the 
courtesy and kindness of Dr. Frederick Gwyer, is 
here reported : 


Case VIII. A girl aged 20 months was ad- 
mitted to Dr. Gwyer’s service in Bellevue Hospital 
with the history that fifteen days before the child 
was noticed by its mother playing with various 
articles. That child’s play was not interfered with 
because with the exception of some long hatpins 
there were no articles which it was thought could 
possibly harm her. After a while, on being lifted, 
it was noticed that she coughed a little. The pos- 
sibility of the little girl having swallowed some- 
thing immediately suggested itself, but a glance 
reassured the mother, as she found her previous 
impressions correct, in that there seemingly was 
nothing there which the child could swallow. 
Soon after, however, one of the pins was missing 
and could not be found. It was then noticed that 
the child was awkward and held the body stiff 
when she stooped. Occasionally pain was com- 
plained of under such and similar circumstances. 
For the following three days the child had slight 
fever, cough, and complained more often of pain. 
Ten days after onset she passed a small quantity 
of blood in the stools. Twelve days after a radio- 
graph, made by Dr. A. Holding (Fig. 8), showed 
a hatpin in the stomach and the esophagus, the oval 
head lying in the stomach and to the left, while 
the point was in the esophagus about opposite the 
fourth dorsal vertebra. There was no vomiting, 
the appetite was good, the bowels regular and she 
slept well. On admission to the hospital the tem- 
perature was 98.6° F., pulse 106, respiration 24. 
Gastrotomy was performed by Dr. Gwyer a few 
hours after admission. The stomach was opened 
and the head of the pin found pressed against the 
posterior wall. It was drawn out with ease. The 
recovery was uneventful. The pin measured six 
and five-eighth inches in length and consisted of a 
steel shaft with an egg-shaped opalescent glass 
bead. This case is of exceptional interest not only 
because of the length of the object, but because of 
the few symptoms present and the absence of any 
marked damage to the esophagus or other struc- 
tures. 

_A case in some respects similar to this was re- 
ported by Ballance. An infant of fifteen months 
swallowed a long hat-pin which was lodged in the 
lower end of the esophagus, with its head at the 
level of the cardiac end of the stomach. The only 


symptom present was dysphagia. The pin was re- 
moved by gastrotomy. 

A case of this kind was also reported by 

Hubbell’? and is remarkable because of the age of 
the child, which was ten weeks. The patient pre- 
sented no symptoms except pain and discomfort in 
certain portions of the body. Examination dis- 
closed a prominence about one inch above and to 
the left of the umbilicus, and the operation resulted 
in the removal of a darning needle one and three- 
quarter inches long, from the stomach. 
- In the majority of cases the entry and passage of 
the foreign body into and through the stomach is 
uneventful. There may be nausea, vomiting and 
pain. This is sharp, intermittent and cramp-like 
and is usually aggravated by the ingestion of food. 
The vomitus may contain blood. These symptoms, 
in some cases, appear promptly with the entry of 
the foreign body, and continue with more or less 
severity until its expulsion. In other cases the 
symptoms gradually abate and finally cease, as the 
stomach accommodates itself to the unusual con- 
dition. In the majority of cases, however, the dis- 
tressing symptoms do not appear until a long time 
after the entry of the object; in other words, they 
constitute the secondary manifestations. It fre- 
quently happens that a foreign substance which was 
long believed to have passed out, is ejected during 
the later manifestations. 

Bruch'® reported a case of a child of eight 
months who swallowed a metallic object seven by 
two centimeters, and vomited it 69 days later. Adler 
reported a case of a child aged three and a half 
years who swallowed a copper coin. From time to 
time the child vomited and complained of pain in 
the abdomen. One hundred and two days later, 
during a very severe attack of this kind, the child 
fainted. Attempted restoration was followed by 
vomiting of the coin. Not only smooth but sharp 
bodies may be expelled in this manner. The symp- 
toms distressing in their nature vary in their in- 
tensity at different periods in the same individual, 
remit for a while only to recur, and when persistent 
lead to marked emaciation. 

Though usually single, in a few cases reported 
quite a variety of foreign substances have been 
found in this organ. Perhaps the largest number 
present in the stomach of a child was extracted by 
Mayo Robson" through a gastrotomy incision, the 
patient being a girl of ten years. There were 42 
cast iron garden nails one and five-eighth inches 
long, 93 brass and tin tacks, 12 large nails, three 
collar studs, one safety-pin, one sewing needle. For 
a long time the only complaint was failure of the 
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general health and loss of flesh. One day before 
coming under Robson’s observation the vomiting of 


blood-stained material and severe abdominal pain 
appeared. The expulsion of a nail in the vomitus 
gave a clue to the diagnosis. 

The objective examination of the children with 
whose stomachs there is resident a foreigh sub- 
stance, yields but few data. In some cases palpa- 
tion may reveal a tumefaction in the umbilical 
region which is tender to pressure and occasionally 
the foreign substance itself may be indistinctly felt. 
As a rule, freely movable tumors due to this cause 
are usually found in the lowest part of the stomach 
when the erect posture is assumed. 

In the great majority of cases, whether its pres- 
ence in the stomach has caused symptoms or not, 
the foreign body passes through the pylorus into 
the duodenum. The attempt on the part of the 
stomach to accomplish this is very energetic and 
peristent and unless a marked disproportion between 
the object and the pyloric orifice exists or because 
of certain characteristics of the former as extra- 
ordinary length or sharpness, this termination is 
usual though it may take place months or even 
years after its entry. As illustrating the active ex- 
pulsive tendency on the part of the stomach is the 
experience of Markoe in the case of a child of 
seven years, who was presented with an indefinite 
history of swallowing a pencil six inches long. Gas- 
tratomy 24 hours after the accident showed the 
stomach to be empty and the pencil lying in its en- 
tirety within the duodenum. 

In its passage through the pylorus, the foreign 
substance may become impacted within this opening 
with dire sequele. This accident is rare. A case 
has been reported, which Poulet cites, of a child 
who died of inanition after swallowing a coin which 
at autopsy was found to be impacted transversely in 
the pyloric opening. 

With sharp bodies there is also to be considered 
the possible though not frequent complication of 
perforation of the stomach wall. This is evidently 
an uncommon occurrence considering the frequency 
with which bodies like pins and needles transverse 
and even remain within its lumen without producing 
the complication. The stomach owes its immunity 
from this accident to the active movements of its 
thick walls and its power of reacting by rapid 
paristalsis to irritation of its mucous surface. The 
tendency to perforation is greater if for one reason 
or another the foreign substance is fixed and 
immobile and this predisposes to the production of 
the complication even by a dull body. When this 
does occur the foreign substance may enter peri- 


tonéum, adjacent viscera or abdominal wall with 
general or local peritonitic inflammation. 
FOREIGN BODIES IN THE INTESTINAE TRACT. 
The pyloric opening to a degree safeguards the 
intestine and prevents the entry into it of such sub- 
stances as are likely to endanger its integrity or af- 
fect the general economy. Except the duodenum 


‘and at the ilio-cecal valve the small intestine 


throughout its length does not offer any particular 


FIG. 10.—Case X. Scarf-pin in cecum, ‘ 


difficulty to the passage of foreign bodies and is 
more tolerant to their presence and prolonged stay 
than is any other part of the alimentary tract. The 
majority of such objects as escape through the 
pylorus pass through the small intestine rapidly and 
without producing symptoms. It is unusual even 
for a large body moving through the intestine with- 
out arrest of its motion, to cause even mild colicky 
pains. As a rule the presence of symptoms indi- 
cates arrested progress and their severity will de- 
pend upon the site of arrest, the nature of the body 
and the duration of its stay. The tortuosity and 
fixity of the duodenum, and the narrowness and 
conformation of the gut at the ilio-cecal junction, 
are anatomic conditions which predispose to the 


3 
| 
| 
— 
4 
| 


AMERICAN 2 
JourNAL OF SuRGERY. 


10 


HirscH—ForeIcn BopiEs. 


January, 1913, 


production of complications during the passage of 
an object through these parts. 

Retention of elongated substances in the duode- 
num is not an uncommon complication. Lucas”® 
reported the removal of a nail two inches long from 
the second part of the duodenum of a child who 
had swallowed it four weeks before. Radiographic 
examinations during the time showed it not to have 
changed its original position to the right of the 
spine, reaching from first to fourth lumbar vertebra. 


Perforation of this part may take place soon after 
the entry of the object. It has been reported as 
occurring without symptoms. Bleisner?’ reported 
a case of an infant who swallowed a needle. The 
child died but not as the result of the accident. At 
autopsy the needle was found fixed in the wall of 
the duodenum which it had perforated at a point 
where the organ makes a turn over the pancreas. 
Such instances are, however, unusual, and as a 
rule the occurrence of this complication is usually 
attefided by characteristic symptoms. In a case 
under the care of T. C. English®* a girl of 16 swal- 
lowed a broken bodkin two and one-half inches 
long. There were no symptoms for five days and 
then persistent sharp pain referred to the right 
hypochondrium appeared, and there was_tender- 
ness to pressure of this region. A radiograph 
showed the object lying transversely to the right of 
the spinal column above the umbilicus—evidently 
in the duodenum. A second and third examination 
showed it to the left of the median line and below 
the umbilicus, and it was believed to have passed 
into the colon. The sticking pain in the hypo- 
chondrium persisted and 14 days after the accident 
it became very severe, radiating to the axilla. With 
this there was extreme tenderness to pressure and 
rigidity of the entire abdomen. At operation the 
bodkin was found to have perforated the duodenum. 


Once having weathered this point the journey is 
usually rapid and uneventful until the cecal region 
is reached. All substances are arrested for a 
longer or shorter time at the ilio-cecal junction or 
within the cecum, and those of large size are cap- 
able of causing marked intestinal obstruction at this 
point. Rudis Jicinsky** reports two cases in which 
the symptoms of intestinal obstruction were produced 
by foreign bodies. One case was a boy of 10 years 
who swallowed a tin disc whistle which was found 
causing obstruction at the ilio-cecal valve and the 
other case, a boy of 12 years, the severe obstructive 
symptoms were found to be due to a wooden 
whistle impacted in the small intestine. Small 
bodies may remain in the cecum for a long time 
without symptoms, as in the following case. 


Case IX. Robert R., aged 2 years, swallowed 
a bone collar-button, which the radiographic ex- 
amination (Fig. 9) twenty hours later showed to 
be lying in the cecum, where it remained for eight 
days, being passed on the eleventh day without 
having given any symptoms. 

Rarely small bodies retained for a long time with- 
in the cecum may gather about themselves a suf- 
ficient incrustation of fecal material to cause ob- 
struction. 

Even sharp bodies proceeding point in advance 
are usually expelled and frequently a long time 
after ingestion, without causing symptoms or doing 
any appreciable damage to the intestine. Parks** 
reported the case of an infant of nine months who 
swallowed a scarf pin two and one-half inches long 
which was passed the following without symptoms. 
Dupont? reported the case of a child 12 years who 
swallowed a pin which was expelled per anum in 
five days without any symptoms. Hall?* reported a 
case of a child of five months who swallowed a 
safety-pin which a radiograph taken 36 hours later 
showed to be lying open in the stomach. Twenty- 
one months later the pin was passed per anum with- 
out symptoms. In Littig’s?’ case, a child of 11 
months passed without any apparent symptoms a 
small safety-pin in a few hours less than five days, 
and in Clemson’s”* case, an open pin of a similar 
sort was passed in 27 days without any symptoms 
by a child of six and a half months. Owens*® and 
Solomons*®* reported cases in which similar foreign 
bodies were passed. Rodgers*! reported a case of 
a child of 15 months who swallowed a glass-headed 
pin three inches long. It was passed in six weeks 
without symptoms. Ina similar way the passage of 
sharp foreign objects in the following two cases 
was uneventful. 

Case X. A. C., age 12 years, was brought to the 
admission office of Bellevue Hospital with the his- 
tory of having swallowed a pin ten hours before. 
General physical examination was negative. Radio- 
graph examination (Fig. 10) showed the presence 
of a scarfpin in the cecum, lying with the head 
downward. It remained in this position for four 
days, but was finally passed six days after its in- 
gestion. 

Case XI. B. M., aged 2% years, swallowed a 
blunt screw about one and one-half inches long. 
Five hours after the accident fluoroscopic exami- 
nation show it in the cecum (Fig. 11), where it 
remained for seven days, being finally passed on 
the ninth day after ingestion without any symp- 
toms. i 
When present, the symptoms due to impaction of 
a foreign object in the intestinal canal may come on 
quite suddenly. Pain is an early, and usually per- 
sistent symptom, being colicky in character and re- 
ferred to a particular part of the abdomen depend- 
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ing upon the site of impaction. It is increased by 


- pressure, in this respect differing from colic due to 


simple spasm. In some cases it is the only symp- 
tom, but usually nausea and vomiting are also pres- 
ent. Though constipation is the rule, there may be 
diarrhea with blood in the stools. The persistence 
of the symptoms over a long period of time puts 
the patients in an extremely debilitated condition. 
Should the foreign body resume its march outward, 
the symptoms abate, only to recur if arrest of 
movement again takes place. With the passage of 
the substance into the rectum permanent relief is 
usually obtained. The duration of the stay of a 
foreign body in the alimentary tract is extremely 
variable, from days to months or even years. 

Secondary Symptoms.—The presence or absence 
of secondary symptoms depends upon the nature of 
the foreign substance and its length of stay in the 
gut. On account of the tolerance exhibited by the 
intestine, the symptoms of intestinal obstruction or 
perforative peritonitis, may come on long after the 
entry of the foreign substance, when the occurrence 
may have been forgotten. Persistent localized pain 
with a stationary condition of the foreign body as 
shown by x-ray examination demands operative in- 
terference in order to avoid impending disaster. 
Though there is greater liability to the production 
of a pathological condition by a sharp body than by 
a smooth one, even the latter may by continued pres- 
sure cause ulceration. This may progress with 
such severity as to cause a local peritonitis and also 
perforation with extrusion of the substance into the 
peritoneal cavity or adjacent viscera. 

Because of constant localized pain in the right 
iliac fossa, Moullin*? operated upon a girl, and 
found a broken hat-pin, over four inches long, in the 
small intestine just above the ilio-cecal valve. The 
pin had been in the alimentary tract five days. 

The symptoms due to perforation may be the 
first and only symptoms resulting from the ingestion 
of a foreign object. Their appearance after a long 
period of quiescence may result in their being 
ascribed to another cause. Menracher** reported 
the case of a girl of six years who swallowed a hair- 
pin. For four weeks after this a constipating diet 
was administered and observation of the stools 
maintained, but the pin did not appear. As the 
child suffered no inconvenience, the precautions 
were relaxed at the end of this time. During the 
four months following there was little evidence of 
any trouble. At the end of this time such acute 
abdominal symptoms developed as suggested the 
diagnosis of appendicitis or intestinal perforation. 
Preparations for operation were made, but in a few 


hours such remarkable improvement in the patient’s 
condition occurred that the operation was deferred. 
Twelve hours later, however, the symptoms re- 
turned in full violence and then an abdominal in- 
cision disclosed a diffuse suppurative peritonitis, 
which was found to be due to perforation of the 
duodenum at the junction of descending and 
ascending parts, by the blunt end of the hair-pin. 
The role of the appendix in restraining foreign 
bodies is overestimated. Quite a variety of such 
substances were found by Mitchell at autopsy, with- 
in the appendix—grape seeds, fragments of bone, 
shot, nutshell, etc., without any inflammatory 
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FIG. 11.—Case XI. Screw in cecum. 


stigmata being present. In children these findings 
are exceedingly rare. The presence of such a 
body within the appendix may cause appendicular 
colic due to the attempted expulsion of the intrud- 
ing substance. This may occur without any ac- 
companying inflammation. As a result, however, 
of laceration or ulceration of the mucous membrane 
an inflammatory process may be initiated which 
may progress to suppuration and _ perforation. 
Glazebrook** reported the case of a child of 14 
months who suddenly became ill with a severe 
chill and rapid breathing and cried with pain on 
being moved, the pain apparently being referred to 
the lower right chest. The child’s condition rapidly 
became worse, she lapsed into coma and died three 
and a half hours after the onset of the illness with 
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what were considered to be pneumonic symptoms. 
The autopsy showed a purulent inflammation of the 
appendix with localized peritonitis, due to perfora- 
tion of the middle part of the appendix by a pin 
which lay partly within its lumen, the porcelain 
head lying about three-eights of an inch above tip. 
The pin had been in the alimentary tract for over 
Io months and had never given symptoms until the 
fatal complication took place. Kellock**, operating 
a child for inguinal hernia, found the appendix in 
the hernial sac and a pin within the appendix. 


FOREIGN BODIES IN THE RECTUM. 

With the entry finally of the foreign object in the 
rectum after an uneventful or eventful passage, the 
liability to the production of complications is at a 
minimum. This part of the gut does not tolerate 
the presence of foreign substances and in the great 
majority of instances, they are rapidly expelled and 
usually without symptoms, If the body be large or 
sharp, the persistent efforts at expulsion may cause 
pain, tenesmus and dysuria. Constipation is usually 
present and the small movements may be accom- 
panied by a mucous discharge. Blood may appear in 
the stools either as a result of laceration or ulcera- 
tion. In many cases, the foreign body may give rise 
to symptoms only at the moment of attempted ex- 
pulsion, as in a case of my own cited further on. 
Great is the variety of substances thus manually 
extracted because of local symptoms, from the bust 
of Napoleon to toy automobiles, etc. 

Foreign bodies may cause obstruction by acting 
as valves at the anal orifices, as in the case reported 
by Mackay®. A.child of two years, suffering from 
debility and malnutrition, was presented with a his- 
tory of obstinate constipation for three months. 
Examination showed an enormously distended 
abdomen so tympanitic to percussion that liver dull- 
ness was obliterated. Rectal examination was im- 
possible until dilatation with forceps was done, and 
then a button was removed which, acting like a 
valve, had closed the anal opening and caused the 
obstruction. 

Perforation of the wall may take place. The 
fixity of this part of the gut, the prominence of its 
valvulz and the consistency of the feces, all predis- 
posing to this occurrence. It is in the lower four 
inches that this takes place more frequently than 
the upper. As a result of either ulceration or 
perforation, abscess formation may occur, involving 
the cellular tissue about the rectum. 


FOREIGN BODIES IN THE RESPIRATORY TRACT. 
The inhalation of a foreign body in the respira- 
tory tract is attended by symptoms usually not dif- 


fering in their nature from those due to the entry 
of such a body into the alimentary tract. Indeed, 
the similarity of the initial symptoms is so close that 
it is impossible to tell from the consideration of 
these phenomena alone which tract has been in- 
vaded. Such a fatal termination as rarely occurs 
from prolonged spasm of the glottis excited by im- 
paction of a large body, high in the esophagus, may 
also occur with similar suddeness from the pres- 
ence of a foreign substance in the upper larynx. 
In the same manner, also, as it often enters the 
esophagus without any symptoms, so a foreign 
body may pass through the larynx and trachea into 
the bronchi with symptoms exceedingly mild and 
transitory. 


In this accident, as the object is carried to the 
back part of the mouth in the act of swallowing, a 
sudden inspiration, voluntary or involuntary, sucks 
it past the open glottis into the lower larynx, 
trachea or bronchi or impacts it into the upper 
larynx, more or less mechanically obstructing the 
glottic opening. This sudden inspiration may be 
the result of the expression of such emotions as 
fright or joy or of a sudden coughing paroxysm. 
The attempt at removal of a foreign body from 
the pharynx or esophagus sometimes results in its 
being introduced into the air passages or material 
ejected during vomiting may be sucked in by the 
inspiratory movement which follows this act. Of 
the foreign bodies entering the larynx those which 
by virtue of their size are small enough to pass 
through the sensitive glottis, initiate in their 
passage reflex irregular contractions of the laryn- 
geal and respiratory muscles, causing severe 
dyspnoea, cyanosis, suffocation, slow pulse and 
collapse, a syndrome termed glottic spasm or the 
initial paroxysm. It has been found by Crile*? in 
experiments on animals that the pronounced respi- 
ratory and circulatory disturbances result from ir- 
ritation only of the upper and middle part of the 
larynx ; irritation of the mucous membrane of the 
lower larynx or of the trachea not producing such 
reflex effects. Rosenthal has shown experimentally 
that irritation of the superior laryngeal nerve 
causes inhibition of inspiration with strong ex- 
piratory movements, at the same time that the larynx 
is raised and peristaltic contractions of the esopha- 
gus take place, the mechanism having for its ob- 
ject the expulsion of a foreign body which may 
reach trachea or larynx. The severity of the spasm 
depending as it does upon the degree of irritation 
accounts for the mildness of this phenomenon in 
some cases. When the body is small or smooth 
there may be no spasm. As a result of the intense 
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expiratory efforts the glottis may be forced open 
and the foreign’ body may be expelled immediately 
after its entry with complete relief of the symptoms. 
If the cough and expiratory efforts are futile, then 
the inspiratory air current tends to draw the offend- 
ing body deeper into the larynx, trachea or branchi, 
its final resting place depending upon its shape and 
size. It may lie partly in the trachea and partly 
either in right or left bronchus, This is the usual 
position of long bodies, while small round bodies 
pass to such a bronchus as corresponds to their 
largest diameter. The right bronchus is more fre- 
quently invaded than the left, both because of 
physical and functional peculiarities, the former tube 
having a large diameter (its relation to the left 
being as 100 to 77.5), the intrabronchial septum 
being situated to the left of the median line, and 
the aspiratory power of the right lung being greater 
than the left. The narrowest part of the lumen of 
the trachea is at its commencement. From this 
point it gradually grows wider until the middle of 
the tube and then grows smaller until its bifurca- 
tion. The bronchi exhibit a similar variability of 
their lumen. 

Irregular bodies may rest in the lower larynx or 
trachea and when not imbedded or too large move 
freely in the air current. This mobility obtains also 
during the early period of the sojourn of small 
bodies and they may by irritation of the sensitive 
mucous membrane of the upper larynx cause single 
or multiple repititions of the symptoms characteriz- 
ing the initial paroxysm. It is obvious that ob- 
struction of the larynx or trachea is far more dan- 
gerous than that of any other part of the respira- 
tory tract, because the respiratory tract at this point 
is a single tube. 

Frequently during the paroxysm of coughing the 
body may be thrown from one part of the bronchial 
system to another, into the trachea or larynx. In 
a case reported by Naismith** a boy of seven years 
inspired a glass bead which rolled about the trachea, 
then obstructed the right and then the left bronchus 
and was eventually coughed up. Brown* re- 
ported a case in which a bullet in the bronchus of a 
boy of seven years was displaced from the left to 
the right side by coughing. In a case reported by 
Morris*® a large pin was coughed from one of the 
main descending bronchi into a minor ascending 
branch. 

It may be expelled from the respiratory tract, 
swallowed and enter the esophagus. According to 
Halstead this occurs frequently without the fact 
ever being known. Warren wrote of an infant who 


expelled a horse-shoe nail from the bronchus, swal- 
lowed it and passed it later in the stool. 

The stormy period is eventually followed by a 
state of comparative comfort when the body be- 
comes fixed. Relief is, however, not thus wholly 
obtained from discomfort, for with impaction and 
the swelling of the mucous membrane comes a new 
train of sequela. If the foreign body is such as is 
capable of swelling in the presence of fluids, the 
respite is short, and the secondary symptoms ap- 
pear as soon as the swelling of the foreign body ob 
structs the lumen of the tube within which it lies. 


FIG. 12.—Scarf-pin in cecum. 


After a longer or shorter interval, suppuration 
about the body may again render it mobile and 
liable to extrusion from the organism with the prod- 
ucts of suppuration. Wassinger reported a case of 
a boy of 14 years who inspired a brass headed tack 
into his left bronchus, which was coughed up 18 
months later with considerable pus. In a case re- 
ported by Rose** a girl of six years inspired a 
beech-mast (fruit of a beech tree) which was 
coughed up Io years later with a pint of pus. 

Tillman* reported a case of a girl four and one- 
half years who aspirated a cherry pit into the 
bronchi. This was followed by pulmonary gangrene 
empyema. Thoracotomy was done for complica- 
tions but the foreign body was coughed up two 
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years later. .The course of events were similar in 
a case reported by Matthew of a girl of five years 
who aspirated a tack into the left bronchus. The 
tack was coughed up long after the operation for 
complications had been done. 

This termination by expulsion may occur at any 
period but it takes place most frequently after the 
manifestation of secondary symptoms. Whether 
primary or secondary expulsion occurs in about 69 
per cent. of the cases. Bodies may remain in the 
air passages for intervals varying from days to 
years, without producing pathological changes of 
any significance, and be eventually coughed up. The 
longest stay recorded is 60 years; the foreign body 
being a bone, which was impacted in the right 
bronchus. (Gross.) 

FOREIGN BODIES IN THE LARYNX. 

Foreign bodies which become lodged in the 
larynx, lie most frequently in its upper, supraglot- 
tic part. Impaction here is fraught with great 
danger, not so much because of the obstruction the 
body may offer to the passage of air into the lungs, 
but more so because irritation of the mucous mem- 
brane of this zone may result in inhibition of 
respiration and circulation with sudden death—the 
laryngeal spasm already described. 


When lying in the ventricles of the larynx and 
neither causing marked injury nor obstruction, for- 
eign bodies give but few symptoms. Cases have 
been réported in which pins, coins and other sub- 
stances have remained in the pyriform sinuses for 
years without giving symptoms. Patterson*® re- 
moved an open safety-pin from the larynx of a 
child of nine months. Advice was sought because 
of a fullness of the right side of the neck—there 
being no other symptoms. Direct laryngoscopy 
showed the pin lying with its point in the larynx, 
the protector in the right pyriform sinus and the 
hinge close to the right border of the epiglottis. It 
had been in this situation for six weeks. 


Rosenheim** removed a button-hook from the 
larynx of a child seven years, but until two months 
before removal there were practically no symptoms 
except a slight aphonia. During the last two 
months the child had several attacks of laryngeal 

When in this position but so placed as to irritate 
the vocal chords or mucous membrane, it usually 
gives rise to a train of persistent distressing symp- 
toms. Wherever it lies in the upper part of the 
larynx, the ever-present possibility of the produc- 
t.on of serious complications exists ; for a slight dis- 
piacement may result in impacting the substance 
within the glottic opening or in initiating a spasm 


of the glottis. Aphonia, a persistent cough, with 
mild or severe attacks of laryngeal spasm, charac- 
terize the presence of a foreign body in this sensitive 
area of the larynx. When the spasm occurs after 
an interval of quiscence and during an attack of 
coughing, it means that the body has been dis- 
placed into this region from trachea or bronchi. 

With the subsidence of the alarming symptoms of 
the initial paroxysm and the impaction of the body 
in the larynx, the relief from distress may be com- 
plete for a long time; the duration of this period of 
tolerance depending upon the location of the body. 
In most cases, however, the voice soon becomes 
changed in timber or intensity, respiration is hur- 
ried, labored and irregular, and a_ persistent 
paroxysmal cough is present. Such patient’s are 
extremely restless, complain of pain in the throat 
which is made worse by phonation and deglutition. 
The coughing paroxysms are frequently followed by 
vomiting. 

In impaction of an object within the lower 
larynx (that portion included within the cricoid 
cartilage) the symptoms will depend upon the de- 
gree of obstruction to the air current. If the in- 
terference with the entrance of air is not great, the 
foreign body will be tolerated and particularly if 
fixed, give but few symptoms. In the following 
case a tack which rested for four days in the lower 
larynx was not tolerated but gave severe symptoms 
because its point probably lay in the rima. 


Case XII. Fanny R., aged 12. Ten hours 
before coming under observation, while holding a 
tack within her mouth, she laughed. She imme- 
diately began to choke and gasp for breath, and 
then a few seconds later the dyspnea was relieved 
and she was comfortable. She soon, however, be- 
came very hoarse, phonation was painful and deglu- 
tition was difficult. She began to have a dry 
hoarse cough which caused severe pain. The 
child was in an extremely nervous condition and 
laryngoscopic examination was impossible, while 
the suggestion of narcosis for the purpose of ex- 
amination was not accepted. A radiograph (Fig. 
13) which was made after considerable difficulty, 
show the tack in the lower larynx. Operative 
measures which were suggested were refused. 
After the first three days the symptoms gradually 
abated in severity, although from time to time there 
were severe paroxysms of cough with mucous ex- 
pectoration. Five days after the occurrence of the 
accident and during one of these attacks she ex- 
pelled the tack. The cough persisted for several 
days, but the recovery was eventually complete. 


A similar case was reported by Zia Noury* of a 
girl six years old who, while eating, had a sudden 
attack of laryngeal spasm with dyspnea, which 
lasted for a short time. She then began to suffer 
from hoarseness and pain in the neck during swal- 
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lowing. Dyspnea gradually became severe. Thyrot- 
omy showed small pieces of egg-shell in the larynx. 

The case reported by Garel** is interesting in 
this connection. A girl aged two and a half who, 
while swallowing some salt, had an attack of suf- 
focation. From that time on she suffered from 
aphonia and severe attacks of glottic spasm. The 
radiographic examination showed at the level of the 
larynx, a dark, vertical shadow as of some metallic 
substance. By means of Killian’s tube speculum, 
a black mass was seen between the cords, which 
upon removal proved to be the copper hook of a 
hook and eye. The foreign body had been in the 
larynx for five months. 

Secondary Symptoms.—The larynx does not, 
generally speaking, tolerate foreign bodies, and it is 
usually not long before inflammatory symptoms ap- 
pear, either after partial or complete subsidence of 
the primary symptoms. Edema of the glottis may 
come on suddenly and threaten life. Usually, how- 
ever, the onset of the symptoms is gradual An 
acute laryngitis, which progresses to a chronic con- 
dition with ulceration and sometimes abscess forma- 
tion, is the frequent march of events. The 
paroxysmal cough, the hoarseness, the dyspnea 
and vomiting of this condition have caused it to 
be mistaken for asthma or tuberculosis, as in the two 
cases cited by Shirly. 

FOREIGN BODIES IN THE TRACHEA. 

Just as a foreign body originally lying in the 
bronchi may become secondarily impacted in the 
larynx, so may a substance primarily, impacted in 
the larynx, become displaced and fall into the 
trachea. If the body be of such size as to markedly 
obstruct the lumen of the tube, its presence is not 
compatible with life, simply on account of the 
asphixia resulting from mechanical obstruction. 
Such large bodies seldom, however, reach the child’s 
trachea, though a vegetable substance like a bean 
may, by absorbtion of secretions, swell sufficiently 
to completely obstruct the lumen of the tube. The 
great majority of such substances which become 
resident in the trachea, are small and the significant 
feature of this is, that they give but few obstruc- 
tive symptoms. Irritation of the mucous mem- 
brane of this tube does not result in any pronounced 
reflex effects, consequently the presence of a for- 
eign substance in this situation may arouse no symp- 
toms but cough while the examination of the lungs 
yields negative data. Jackson‘? reported the re- 
moval of a safety-pin from the trachea of a child 
one year old. The pin lay in this situation for one 
month, producing no pulmonary symptoms and the 


impression had been that it was lodged in the 
esophagus, until the Roentgen ray examination re- 
vealed its true location... 

Secondary Symptoms.—The trachea. in 
a remarkable way a foreign body which does not 
injure its wall or interfere with its patency. As a 
result of prolonged stay, a tracheitis, as evidenced 
by cough and frothy expectoration, may result and 
this inflammation may extend to the bronchi. This 
takes place earlier in those cases in which the for- 
eign body is not firmly fixed but moves with the air 


current. . 
(To be continued.) 


IONIC STERILIZATION IN SURGICAL 
TUBERCULOSIS.* 
G. Betton Massey, M.D., 
PHILADELPHIA, PA. 


The conditions present in surgical tuberculosis 
are, essentially, a tuberculous deposit, primary or 
secondary, so situated as to be accessible to surgical 
intervention, 

In spite of this accessibility, the clinical histories 
of these cases show many instances of extremely 
tedious healing under the ordinary and classical 
surgical procedures, such as attempts at excision, 
curettage, etc. The reason for this is readily seen 
when we consider the pathologic nature of these de- 
posits and their peculiar relation to their environing 
tissues. 

In the first oars) these deposits are neither en- 
tirely composed of dead material, nor are they 
strictly benign tumors with a capsule or other limit- 
ing membrane. If either of these conditions ob- 
tained their removal would involve merely mechani- 
cal difficulties ; but the fact is, that in a tuberculous 
deposit we have an aggregation of living germs, a 
mass of proliferating vegetable organisms. More- 
over, this colony of extraneous germ life owes its 
existence to the special vulnerability of its host, a 


lessened immunity being essential to the inoculabil- 


ity of human beings under ordinary circumstances. 

This lessened immunity, or consumptive tendency 
of the tuberculous patient, is the chief reason for the 
failure of ordinary cutting or scraping operations to 
get rid of the disease, for each cut or scrape merely 
reimplants the bacilli in the wound made. 

It is most astonishing that this contra-indication 
to the cutting instrument, when the cutting instru- 
ment must come in contact with the living germs 
and make a fresh wound at the same time, has not 
been more generally conceded. The operator ex- 


*Read before the American wee Th 
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pects, of course, to excise the tubercle or diseased 
organ entire, and it is possible that this expectation 
explains the mental attitude towards the operation. 
But whoever saw a tuberculous gland in the neck, 
or other similar disease focus removed without its 
being mangled more or less, owing to its extreme 
friability? Is it possible for this nest of living 
bacilli to be pierced by hooks and otherwise roughly 
handled for a half hour without the extruding juices 
being evident, carrying living bacilli to the fresh 
wound, even when the organ is removed without 
rupture? 

Progressive surgery must take full account of all 
advances in biologic sciences, and in this instance 
should so rearrange its operative procedures as to 
secure removal of a living nest of extraneous germs 
without wounding it, or, where this is impracticable 
or involves too extensive an operation, should adopt 
the extremely simple procedure of devitalizing the 
germ colony in situ by the process to be described, 
or some similar method. 

This process, described by the writer before the 
International Electrical Congress at St. Louis, in its 
adaptation to tuberculous adenitis, is, in brief, the 
immediate destruction of the bacilli by electrically 
diffused ions of zinc and mercury after the manner 
often urged by the writer, being the minor method 
of zinc-mercury surgical ionization. The ions being 
dispersed radially by the current into this extremely 
good conducting material, the tuberculous deposit 
will automatically seek out the ramifications of the 
deposit, and when the ionic action reaches the walls 
or edges of the deposit, will seal the same against 
any bad effects of the slight traumatism involved in 
the insertion of the electrode. The dead debris is 
extruded subsequently as a whitish, crumbly ma- 
terial through the sinus present or created for the 
purpose, the sinus healing spontaneously after a 
healthy condition has been produced. 

We have in this procedure an ideal technic for 
the removal of these deposits without operative re- 
implantation of the living contents. My work in 
these cases has convinced me, moreover, that the 
procedure does more for the patient than a mere 
mechanical removal of the foreign organisms, for 
it has been evident that a patient subjected to the 
method improves more rapidly in health than one 
from whom a tuberculous deposit has been other- 
wise removed. The local action of the sterilizing 
ions on the surrounding tissues is possibly of an in- 
vigorating nature. Certain it is that these so-called 
“cold” and insensitive abscesses and sinuses quickly 
become extremely sensitive under the repeated 
minor applications usually employed; and this local 


rise in trophic force or phagocytic resistance is in- 
variably accompanied by steady improvement in the 
patient’s general health. 


It is evident, therefore, that while this method of 
treatment is surgical and direct, there is also a 
therapeutic effect accompanying it that is equal, if 
not superior, to the surgical effect alone. In fact, 
it may be said to be a “cure” for tuberculosis in its 
surgical forms. 


Two recent cases will serve to illustrate this work. 

In one, a young girl referred to Dr. Seidel, of 
Reading, Pa., there was a tuberculous lesion of the 
glands of the neck with an external opening about 
the size of a silver dollar. This healed nicely at the 
end of three months’ treatment, consisting of tri- 
weekly applications, beginning with as much as 20 
milliamperes for 15 minutes, the parts were so in- 
sensitive, but reduced later to 5 milliamperes once a 
week. A complete restoration of general health 
followed. 

The other case was one of lupus erythematosis 
associated with a tuberculous wound in the neck, the 
latter having resisted two surgical operations by in- 
cision. Both sides of the face presented numerous 
slightly raised colonies of growth surrounded by 
diffuse areas of reddened infiltration. While making 
applications to the wound in the neck the problem 
of treating the skin lesions was solved by the use 
of very fine needles of un-amalgamated zinc at- 
tached to equally fine, light wire, four centers being 
attacked by passing an electrode each beneath the 
blister-like overlying cuticle, and a current of 2 to 5 
milliamperes divided between them. Plain zinc 
needles were used because the mercury would have 
dulled the points of the needles, and the result 
proved that the zinc ion alone was sufficient for 
these small lesions. Incidentally it may be said that 
the zinc ion shows its action by a very white de- 
posit, which is more readily gaged than the mixed 
zinc-and-mercury ions. 


But one application was usually required for each 
focus, the red aureole surrounding it disappearing 
as soon as the tiny scab came away. The treat- 
ment was a great success, for in the end it turned 
out that much of the reddened surface of the face 
was secondary irritation from the twenty or more 
actually infected centers. The patient declared 
that he could tell by his sensations when a given 
area was destroyed, after the subsidence of the 
local irritation due to the treatment itself. 


There have been no relapses in any case seen so 


far, though at least thirteen years have elapsed 
since the first patient was treated. All continue in 
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the excellent heaith that followed shortly after the 
cessation of treatment. 

I am confident that we have in this method a 
practical cure for those forms of surgical tuber- 
culosis in which the colonies of bacilli can be 
reached by ionization electrodes. 

1823 WALLACE STREET. 


TUMORS OF THE BLADDER, WITH FUR- 
THER CASE REPORTS AND REVIEW 
OF THE HIGH !: FREQUENCY 
METHOD OF TREATMENT. 
Cuartes M. Harpster, M.D., 
Genito-Urinary Surgeon, Toledo Hospital. 
TOLEDO, OHIO. 

The article of Beer on “The Removal of Neo- 
plasms of the Urinary Bladder,” in the Journal of 
the American Medical Association, May 28, 1910, 
impressed me with the simplicity and apparent ac- 
curacy of his method. With the assistance of Mr. 
Blum, of the Campbell Electric Co., we immedi- 
ately began a series of experiments with the Oudin 
and D’Arsonval high frequency currents. Through 
a water medium we were able to successfully re- 
move skin papillomata and warts, and at the same 
time have perfect control of the current. I se- 
cured from the Wappler Electric Co. a Cooke’s 
fulguration handle and five feet of No. 6 fulgura- 
tion wire especially made for use through the 
catheder channels of my Nitze cystoscope. With 
this equipment we were able to remove without 
any difficulty warts from fingers through a water 
medium. By adding a small amount of magne- 
sium sulphate to the water the cauterization was 
more rapid. 

In the American Journal of Surgery, July, 1910, 
E. L. Keyes, Jr., gave a “Preliminary Report of the 
Treatment of Bladder Tumors by the High Fre- 
quency Current.” Keyes’ excellent results gave 
us courage to make a real therapeutic test of the 
method. We, however, first used the current on 
a patient with a large number of venereal warts 
on the penis. These warts were treated with the 
penis held in distilled water, with a perfect result. 

The skill necessary to use a Nitze snare or a 
Casper snare, or cautery, is very great. The differ- 
ent manufacturers state that only the most expert 
can manipulate them. I have spent many hours 
with operating cystoscopes and phantoms in an 
effort to master the use of these instruments, and 
a perfect operating cystoscope, which can be used 
with any degree of certainty, I do not think has 


been produced. The snaring of tumors being so 
difficult, Young perfected a rongeur for enucleat- 
ing bladder growths. This, and in fact all blad- 


der manipulations of its kind, is very bloody and 


difficult on account of the hemorrhage. 
I was much interested in the very favorable re- 


ports given at the last meeting of the American - 


Medical Association at Atlantic City, on this method 
of Beer, and I am thoroughly convinced by my 
recent experiences with the treatment that it offers 
the easiest and most satisfactory method yet de- 
vised. 

I employ the Oudin current derived from a 
machine especially made for me. A_ single or 
double catheterizing cystoscope can be used. A 
double catheterizing cystoscope is better where ir- 
rigation of the bladder is desired, as irriga- 
tion can be made through one of the catheter 
channels. At first I used a simple No. 6 cable of 
copper wire thoroughly insulated with rubber, and 
cut off square at the vesical end. I now use a No. 
6 ureteral catheter cut off straight at the vesical 
end, and a soft single strand of copper wire, enam- 
eled with black enamel to insulate the wire, and 
just large enough to pass through the lumen of the 
ureteral catheter and still have the wire freely 
movable in the catheter. We have a decided 
advantage in this arrangement, in that the black 
enamel insulates the wire as well as does the ure- 
teral catheter. The spark is very prone to jump 
through the simple soft rubber insulation and 
shock the patient or operator, or burn out the in- 
strument used. The Porges catheters I find the 
best and most durable. These catheters are made 
of a composition which resists the current longer 
than any I have used. The great advantage of 
this electrode, however, is that fragments of 
growth adherent to the wire may be dislodged by 
moving it back and forth in the catheter. These 
pieces, which have collected on the electrode, in- 
terfere with the proper jumping and transmission 
of the spark. The poorest electrode of all I have 
attempted to use are those in which five or six 
strands of copper wire are insulated with soft 
Para rubber. The electrode rapidly softens in 
the distilled water medium, and it is impossible to 
manipulate it with any degree of satisfaction. The 
current also fuses the small strands of wire, or 
else melts the soft rubber insulation. The appli- 
cation of the current must be under perfect con- 
trol, for, the current will destroy healthy as well 
as pathological bladder tissue growths. 

The control I use is a Cooke’s fulguration 
handle so constructed that interruption of the cur- 
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rent on signal from the operator is instantaneous. 
By having an assistant hold the Cooke’s fulgura- 
tion handle the operator can signal the assistant 


by some arranged signal and interruption is in- 


stantaneous. 

I make the applications of the current directly 

to the growths, or jump the current to the growth, 
or sometimes I push the electrode into the growth a 
short distance and turn on the current for about 
thirty seconds, and also rapidly apply it to differ- 
ent parts of the growth or growths. I have used 
as a medium magnesium sulphate solution, boric 
acid solution, distilled water and sterile water. I 
am not certain that magnesium sulphate solution 
is any advantage as a medium in treating bladder 
growths, but it seems to work better where ex- 
ternal growths are removed by the high frequency 
current. The term fulguration is a misnomer, 
and is an entirely different proceeding from this 
method under consideration. 
. The first case I used this method on was one of 
papillomata of the posterior urethra. This case 
resisted all my efforts with the application of 25 
per cent. solution of silver nitrate and recurrences 
were numerous as seen with the Goldschmidt pos- 
terior urethroscope. Through a posterior (Swin- 
burne type) urethroscope I applied the high fre- 
quency current to the growths with a small, 
thickly insulated copper wire electrode, and the 
eradication of the growths was rapid, complete and 
permanent. 

The second case was of a single papilloma of 
the bladder in a female patient, with very excel- 
lent results. The treatment in this case was pre- 
ceded by the thorough irrigation of the bladder 
with magnesium sulphate solution, and the use of 
a two per cent. solution of alypin. The treatment 
caused no more annoyance than any ordinary in- 
strumentation. 

The use of this method both in this country and 
abroad has been universally good in non-malig- 
nant growths, I think. The recurrence of papil- 
lomata after removal by other means or the trans- 
formation to carcinoma is familiar to all of us. 
Beer, of New York, before the recent meeting of 
the American Medical Association, gave his re- 
sults found on an exhaustive canvass of the situa- 
tion, and he states that recurrences are not very 
frequent in the hands of many different operators 
using this method. 

Multiplication by contact is especially trying in 
these conditions. Zuckerkandl, of Vienna, stated 
that there was evidence of implantation of these 
tumors down the urinary channel from the kidney 


pelvis, or ureter, into the bladder in some cases 
of papilloma of the upper urinary tract. The im- 
plantation in the suprapubic wound during an op- 
eration is especially trying and dangerous to the 
patient. 

The applications cause a necrosis, which, no 
doubt, in part at least, is due to the heat. How 
much electrolysis and other factors contribute, it is 
difficult to state. The applications do away with 
the hematuria. Gradually the dead tissue sepa- 
rates after a few weeks, and is separated from the 
healthy, and the mucous membrane grows around 
and takes the place of the dead tissue. Asa rule no 
ulceration occurs from the application of the cur- 
rent, if it is applied only to the growth. 

My third case was a man 52 years of age, who 
was referred to me by Dr. Loomis, of Toledo. I 
operated on May 30, 1911, at St. Vincent’s Hos- 
pital. He had a history of severe bleeding from 
the bladder about 12 months before I saw him. 
At my first visit several days before operation, 
with Dr. S. D. Foster, of Toledo, he was unable 
to void urine, and stated that he had passed ap- 
parently nothing but blood for several weeks. The 
quantity, he stated, was from one to two pints in 
twenty-four hours. I passed a soft rubber catheter 
into the bladder and drew away about 8 ounces 
of very bloody urine. I advised a cystoscopic 
examination, and instructed him to come to my 
office the next ‘day. 

On the following day, assisted by Drs. M. G. 
Baldwin and W. M. Elwell, we attempted to make 
a cystoscopic examination with a Nitze cystoscope. 
The bleeding was so profuse that the water 
medium immediately became cloudy, and we were 
unable to see. We then used a Bransford Lewis 
universal irrigating cystoscope, and after irrigat- 
ing the bladder continuously for some minutes we 
again attempted to see, but it was not possible to 
do so. By continuous irrigation for forty minutes 
we were not able to get a clear medium and we 
desisted for this day. The next day I carefully 
washed out the bladder with a large return flow 
catheter and then instilled two drams of a 1-1000 
adrenalin solution and introduced my Nitze cysto- 
scope. We could see the growth encircling the 
neck of the bladder. The whole mass, after re- 
moval by a suprapubic cystotomy, was as large as 
a large hen’s egg. The growth encircling the blad- 
der neck accounted for his inability to void his 
urine at my first visit. After the removal of the 
growth I immediately began the treatment with the 
high frequency current of the site of the tumor 
through suprapubic incision. I did this every 
other day for three weeks, and then allowed the 
incision to heal. About every two or three weeks 
I gently treated the bladder neck through the ure- 
thra. I re-examined the bladder in October, 1912, 
and at that time no recurrence could be detected. 

The large number of favorable reports on this 
method of removing bladder growths, by com- 
petent operators, places the procedure on a sound, 
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practical basis for urologists with sufficient cysto- 
scopic skill to properly apply the current. What 
virtue this current has over cauterization by the 
actual cautery, electric cautery, or chemical cau- 
terization, | am not able to state positively, but it 
seems more effectual than these methods, and the 
current itself seems to have an inherent value. It 
must, of course, be thoroughly understood, that 
permanent results can be positively secured only 
in those cases where the treatment is used early, 
and the diagnosis positively made. 

In another case similar to the one just described, 
in June, 1911, I treated through the suprapubic in- 
cision as above described. While I realize that 
sufficient time has not yet elapsed in these 
cases to say that the result has been a per- 
manent one, I am very confident that in my cases 
where malignancy was not present the results 
are permanent. In two cases, both of which were 
malignant, the high frequency current was used 
after suprapubic cystotomy for removal of the 
growth. One patient died four days afterwards 
at the Toledo Hospital, and the second died some 
months after suprapubic cystotomy and treatment 
(high frequency) of the bladder from recurrence 
in the bladder. 


Another case, female, age 61 years, was referred 
to me by Dr. J. Fox, Toledo, Ohio. The bladder 
was found to be filled with one large papilloma as 
large as a hen’s egg, and several smaller growths. 
After four treatments the large growth was al- 
most entirely reduced and the smaller growths 
disappeared. The shreds of the tumor as they 
came away collected the salts of the urine, and the 
tumor itself had undergone some calcareous de- 
generation. The passage of these shreds was at- 
tended with a great deal of suffering, and before 
the complete eradication of the growth could be 
accomplished, upon the urgent request of the 
patient, a fistula was made by Dr. J. Fox, allowing 
the passage of the urine per vaginam. Upon dis- 
continuing the high frequency treatment the 
growth again filled the bladder very rapidly, and 
no further treatments will be consented to by the 
patient. This patient had severe pain on urination 
for several years, and colicky pains along the right 
ureter. Blood frequently passed in the urine, and 
large blood clots were often passed. No gravel or 
concretions were ever passed to her knowledge 
until after the high frequency treatment was used. 

I have treated ten cases in all by Beer’s method, 
and with the exception of the two malignant cases 
above cited, and the case with the calcareous de- 
generation, my results have been excellent, and I 
am certain in non-malignant growths of the uri- 
nary bladder this method offers the best and surest 
means at our command to-day. 


701 Mapison AVENUE. 


SUB-TOTAL GASTRECTOMY FOR GAS- 
TRIC ATONY. CASE REPORT.* 
Frep FiLetcuer, M.D., 


Surgeon to Grant Hospital. 
COLUMBUS, OHIO, 


The surgeon who has been forced to undo his 
primary surgical work in order to relieve a highly 
injurious vicious circle best appreciates the surgical 
axiom, “gastric neuroses are made worse by gastro- 
enterostomy.”’ 

Experience has taught that when the primary 
operation is bad for the patient, the distressing re- 
sults are not often benefited by making the second 
drainage opening, nor in doing entero-enterostomy, 
pylorectomy or plastic operations on the pylorus. 

The literature of gastric surgery contains many 
confessions of ill-advised operative work for the 
cure of atonic dilatation. However, I did not find 
a case recorded of gastric atony, made worse by 
attempts at drainage, in which gastrectomy had 
been deliberately undertaken for the purpose of 
cure. In practically all reported cases, the sec- 
ondary operations have aimed at the normal restora- 
tion of parts, and have necessarily been conserva- 
tive. 

The following case report is interesting, aside 
from the magnitude and multiplicity of the opera- 
tions performed, in showing the possibility of ob- 
taining relief by radical gastric surgery. The 
stomach operations were as follows: 

(1) A posterior gastro-enterostomy for drain- 
age of a stagnant, atonic stomach. (2) A second 
gastro-enterostomy, three inches from the first, 
made because the primary stomach was supposed 
to give insufficient drainage. (3) A third gastro- 
enterostomy at the most dependent part of the 
fundus on the anterior surface. The extensive ad- 
hesions so rotated the stomach as to make the fun- 
dus appear the lowest part of the viscus. (4) Pylo- 
rectomy and tearing down the third (fundus) 
anastomosis, indicated because of great pain and 
projectile vomiting. (5) Sub-total gastrectomy— 
the removal of all except a small pouch of the fun- 
dus, together with 10 inches of the jejunum at- 
tached to the posterial wall of the stomach. The 
jejunum was anastomosed into the esophago-gastric 
pouch. The proximal end of the duodenum was 
closed, and the distal end, represented by four 
inches of the jejunum, implanted into the jejunum 
well below where it entered the stomach pouch. 


Female, single, aged 25 years, was referred by 


*Read before the Columbus Academy of Medicine, Oct. 7, 1912. - 
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Dr. J. M. Rector, who advised a drainage operation 
for the relief of a stagnant stomach. The history 
follows: 

Family History—Neuropathic—the mother and 
five sisters are subject to periodic sick headache. 

Previous Illness —The usual diseases of child- 
hood. The patient was never considered “healthy.” 
Menses at 15 years; scanty and irregular, until now. 

She had enteric fever in 1902, and from this time 
date the persistent gastro-intestinal symptoms. The 
neurotic element seems to have been fully developed 
by 1905, when she was subject to attacks of sick 
headache ; was nervous and complained of digestive 
disturbances. She was always hungry; bolted 
large meals and frequently vomited. The distress 
was relieved by vomiting of food. She led a 
sedentary life and took cathartics to relieve an 
obstinate constipation. Finally, the “abdominal” 
symptoms became so prominent that surgical advice 
‘was sought. The abdomen was opened and the 
appendix removed. Tuberculous peritonitis was 
diagnosed. No drainage was used. There was a 
decided physical improvement following this opera- 
tion, but it lasted only a few months. 

Dr. Rector was consulted in April, 1908. The 
physical examination follows: “Patient under- 
nourished; muscles flabby; eyes dull and expres- 
sion worried. Mucous membrane pale; teeth good; 
breath offensive and tongue furred. Nose and 
throat negative. 

Chest flat and elongated. Lungs normai. 

Heart normal except for hemic murmur. Blood 
pressure 96. Marked secondary anemia. Hemo- 
globin index 65. 

Abdomen relaxed; the liver and right kidney 
palpable. There was tenderness on pressure over 
the epigastrium and along the entire course of 
colon. Stomach prolapsed two inches below the 
umbilicus, and much larger than normal. Anal 
sphincter relaxed and sigmoid dilated. 

A test meal demonstrated retention of food— 
one-third of the supper taken at 6 p. m. being re- 
covered at 8 o’clock the following morning. 

Chemical analysis—free HCl, 62; total acidity, 
120; total free acid and acid salt, 50. Pepsin and 
rennet present. 

The stool contained brownish colored mucus; 
was extremely offensive, and different articles of 
diet were distinguished. 

Urine, negative. 

The patient was sent to the hospital and given 
gastric and colonic lavage, followed by pneumatic 
exercises, in the hope of restoring the muscular 
tone. She gained twelve pounds in weight and 
was discharged in three weeks, feeling greatly im- 
proved. In two months the old symptoms were 
again causing trouble. The eyes were fitted with 
glasses at this time. 

In January, 1909, Dr. Andre Gotti removed a 
snédium sized parenchymatous goiter. The opera- 
tive recovery was uneventful. Shortly after leav- 
ing the hospital the patient complained constantly 
of the gastro-intestinal distress; ate inordinately 
and vomited everything taken into the stomach. 


Generally the symptoms were exacerbated. I first 
saw the patient two months later. 

First Operation, March 21, 1909.—Usual pre- 
liminary preparation. Right rectus incision. The 
stomach was bluish in color; its walls felt thick- 
ened, yet the viscus looked scarcely larger than 
normal. The pylorus was prolapsed, admitted the 
tip of the index finger, yet there was a noticeable 
spasmodic resistance. The gall-bladder was nor- 
mal, and no adhesions were seen at the site of the 
former appendicitis operation. 

A posterior gastro-jejunostomy was performed, 
using clamps arid chromic gut sutures. There was 
no loop. The post-operative recovery was smooth, 
there being no vomiting, pain nor distention. Two 
weeks later the patient was taking regular diet; 
there was no distress, and her physical improve- 
ment was marked. April 6 she complained for the 
first time of gastric uneasiness, and vomited a large 
quantity of undigested food. The diet was re- 
stricted and lavage was practiced daily until she 
left the hospital two weeks later. Subsequently 
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she was under Dr. Rector’s care, but in May, de- 
spite diet, gymnastics and psychotherapy, the origi- 
nal symptoms became troublesome. The operation 
had failed to relieve the symptoms, yet it seemed 
not to have aggravated the patient’s condition. 
Second Operation, July 26, 1909.—The tem- 
porary improvement which followed the first opera- 
tion encouraged the belief that the drainage open- 
ing had closed, so the abdomen was again opened. 
The omentum was adherent to the abdominal wall, 
and new-formed adhesions were widespread in the 
right upper quadrant of the abdomen. The py- 
iorus was patent, yet spasmodic. The stoma of the 
previous operation admitted the tips of two fingers. 
However, better drainage was attempted by joining 
the jejunum to the stomach as near the first open- 
ing as possible. It was made on the distal side 
three inches from the first. Chromic gut was used 
for suturing. . Convalescence was marred 
by the development of a left, femoral phlebitis. 
When the patient ‘left the hospital at the end of 
three weeks she could eat a normal amount of food 
without distress, yet she vomited occasionally. She 
continued under the care of her physician, but was 
lax in adhering to dietary restrictions and soon re- 
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turned with all her old complaints. The two 
gastroenterostomies had not actually aggravated 
the original symptom-complex, however. The pa- 
tient was more discouraged concerning her physi- 
cal self, and less prone to practice restraint in her 
vain attempts to appease the inordinate appetite. 

Third Operation, December 3, 1909.—This op- 
eration was undertaken with the object of cutting 
off the pylorus. However, on opening the abdo- 
mén extensive adhesions were found in the region 
of the gall-bladder. The pylorus was embedded 
in these and attached to the under surface of the 
liver. The adherent omentum so rotated the 
stomach as apparently to interfere with drain- 
age through the artificial openings. The fundus 
being the most dependent part of the stomach, the 
jejunum was, therefore, anastomosed to it on its 
anterior surface. 

The post-operative recovery was stormy, and or 
the third day there was evidence of a vicious circle, 
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with projectile vomiting as an added feature. 
Dietary restrictions and daily lavage kept the 
stomach quiet during a hospital stay- of three 
weeks. . . . She continued to vomit after re- 
turning home, lost in weight, and was physically 
miserable. All treatments were discontinued; she 
was permitted to eat indiscriminately, and after 
seven months of suffering her physical condition 
justified a further attempt at surgical relief. It 
may be well to state here that the case was recog- 
nized as atonic dilatation after the second opera- 
tion. 

Fourth Operation, June 15, 1910—Another 
surgeon was asked to assist in cutting free the 
pylorus and tearing down the fundus anastomosis. 
The adhesions were widespread. In this, as in 
other reported cases of vicious circle following 
gastro-enterostomy, the jejunum for several inches 
on either side of the anastomosis was enormously 
dilated. . . The duodenum was cut free from 
the pylorus. The stump ends were inverted and 
closed with purse-string sutures of silk. The 
cautery was not used. The gastrojejunal joint was 
separated and the defects closed with silk. 

The post-operative recovery was prompt, but re- 
currence of the left, femoral phlebitis caused an- 
noyance at. the end of two weeks. There was not 
the improvement following this operation that oc- 
curred after the first two gastroenterostomies. 
The vomiting of bile never ceased longer than a 


few days. The patient complained of constant 
abdominal distress, of cramp-like pains, great physi- 
cal weakness, mental depression, and the dominant 
hunger craving. The appetite was never satisfied. 
There was no symptoms of tetany. Finally, ten 
months after the pylorectomy the patient’s mental 
and physical condition became so distressing that 
the fifth operation was undertaken. 

Fifth Operation, April 12, 1912.—Sub-total gas- 
trectomy and the removal of ten inches of jejunum; 
gastrojejunostomy and jejunojejunostomy. 

The patient weighed 82 pounds. Heart and 
lungs normal. Blood pressure, 90. Hemoglobin 
index, 65. Urine, negative. 

Preliminary dose of morphine and atropine. 
Ether anesthesia by Dr. G. W. Cooperrider. In- 
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cision through the old scar. The omentum was 
curled up and everywhere adherent—to the ab- 
dominal scar, gastroenterostomy openings and the 
pyloric stump. A deliberate attempt was made to 
remove the stomach, together with the jejunum 
attached at the drainage sites. Aside from the dis- 
arranged anatomy and technical difficulties occa- 
sioned by adhesions the operation was practically 
bloodless. The arteries were prominent and easily. 
ligated. 

When the operation was completed the follow- 
ing defects were present: A small pouch of the 
cardiac end of the stomach; the duodenum cut free 
on its proximal and distal sides, and the open end 
of the jejunum. It was interesting to note that the 
enormously dilated jejunum, seen when the pylor- 
ectomy was made, had resumed its normal caliber. 

The esophagogastric pouch was closed; the end 
of the jejunum was inverted and closed with a 
purse-string of silk, and sutured laterally into the 
stomach pouch. The proximal end of the duod- 
enum, which had been opened in freeing the adhe- 
sions at the site of the former pylorectomy, was 
inverted and closed. The distal end of the duod- 
enum, with its jejunal opening, was implanted into 
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the jejunum, by means of a Murphy button, ten 
inches below the stomach anastomosis. 

The operation required one hour and fifteen 
minutes. The patient was not greatly shocked, and 
reacted promptly to saline-whiskey proctoclysis. 
She vomited 16 ounces of bright bloody fluid, con- 
taining bile, in the first twenty-four hours, after 
which neither nausea nor vomiting were factors. 
The post-operative pain was intense. Morphine 
was given ad libitum. The kidneys were active 
from the use of seeping enemata. No water was 
given by mouth until the end of seventy-two hours, 
after which liquids were allowed, and at the end 
of seven days semi-solids were given. A sensation 
of epigastric distress (fulness), followed by the 
regurgitation of food, was complained of several 
times, but only after the patient had overeaten. 

Bilateral femorai phlebitis developed on the tenth 
day. It was not characterized by the usual high 
temperature and severe pain. The patient was dis- 
charged from the hospital after a stay of five weeks. 
She was emaciated, anemic, nervous and hungry, 
yet able to care for the normal invalid diet. In- 
somnia was the most troublesome feature of her 
hospital convalescence. The Murphy button was 
recovered on the forty-first day. 

The patient was sent to the country June 22. It 
is now six months since the last operation. She 
has gained thirty pounds in weight, and fecls bet- 
ter than at any time in the past twelve years. She 
has been completely cured of the intense hunger 
craving. Ordinary meals appease the appetite and 
cause no distress. She has had sick headache sev- 
eral times and has vomited bile. The phlebitis has 
caused more distress than the surgically rearranged 
digestive apparatus. 

Remarks. 


The errors of commission in this case emphasize 


the importance of accuracy in diagnosis when deal- 


ing with functional gastric neuroses. 

Clinically, the history is of great importance, for 
it reveals the polysymptomatic and ever-changing 
features of the neurotic case. 

Impaired gastric motility, with stasis, is easily 
demonstrated by a test meal and the stomach tube. 
Chemical analysis of the stomach contents is, rela- 
tively, unimportant. The x-ray, used after a test 
meal of bismuth, gives a clue to the size, position, 
mobility and the degree of gastric motility. The 
stomach may be shown to be markedly prolapsed, 
yet the digestive functions may be normal. Gas- 
tric atony does not always mean a “dilated” 
stomach. The size and position of the stomach are, 
therefore, unimportant, so long as the stomach 
empties itself of food. Motility is the most im- 
portant gastric function. Moynihan says, “Mere 
bigness of the stomach means nothing. It is not 
size but\ the ability for emptying itself that is the 
important point. A stomach may be of any size 
within reasonable limits, so that one would acknowl- 


edge it to be a ‘dilated stomach,’ but if it empties. 
itself of food within six to eight hours it is per-- 
forming its proper function just as well as if it. 


were only half the size. Stasis of food over 10: 


hours’ duration indicates a pathologic condition.” 

In dealing with gastric neuroses, there is some- 
excuse for an occasional error on the clinical side of 
diagnosis, and the clinician is occasionally justified. 
in advising an exploratory incision. However,. 
there is no excuse for the surgeon who deliberately 
drains an atonic stomach. The indications for 
stomach iin (gastroenterostomy) are clear- 
cut, and the pathology which justifies such a surgi- 
cal procedure is easily demonstrated. The safe- 


E 


Stomach. 
ouch. 


Derects alter 
“Resecfior- 


FIG 4. 


and sane rule in gastric surgery is, “when in doubt 
do not perform gastroenterostomy.”’ 

Mayo says: “Operations upon atonic stomachs. 
in neurasthenic individuals are seldom if ever fol- 
lowed by satisfactory results lasting for any length 
of tinie. It is possible to obtain temporary relief,. 
but this holds good with almost any operatiom 
upon neurasthenics. It is possible that there may 
be secreted in the colon some toxin, which, when 
absorbed, produces these gastrointestinal dis- 
turbances, comparable in some manner ‘to the ef- 
fect of hyperthyroidism.” 


Lastly, the case is interesting when viewed in the 


light of the recent investigations of Starling, Paw- 
low, May and Cannon, because, (1) the patient’s 
symptom-complex was worse after the thyroidec- 
tomy, and (2) after the removal of the stomach the 
physical improvement was as striking as that wit- 
nessed from thyroidectomy for hyperthyroidism ; and 
this despite the persistence of chronic constipation. 
“Normal gastric secretion is.due to the codpera- 
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tion of two factors. The first and most important 
is the nervous secretion—the psychical or appetite 
juice that occurs when the idea of food is involved. 
This is reflex through the nerves of special senses, 
the vagus and sympathetic system being the efferent 
channels. The second factor, which provides for 
the continued secretion of gastric juice long after 
the mental effect of the meal has disappeared, is 
chemical, and depends upon the production in the 
pyloric mucous membrane of a specific substance or 
hormone, which acts as a chemical messenger to all 
parts-of the stomach, heing absorbed into the blood 
and thence exciting the activity of the various 
secreting cells in the gastric glands.”—Starling. 

Is gastric atony the result of local or peripheral 
toxic irritation? Does it follow a “hyper’- or 
“hypo”-secretion of harmones, since physiological 
imvestigators believe that the complex chemical 
mechanism of digestion is :regulated by hormones of 
the internal secretions? 

We know that many of the cases of gastric atony 
are born with unstable nervous systems, but we do 
mot know the-origin or nature of the toxin that in- 
terferes with the balance existing between the 
sympathetic nervous system and the ductless glands. 
‘When this question is solved, the various gastro- 
intestinal neuroses will no longer seem mysterious. 

I wish to acknowledge my appreciation for the 
invaluable service rendered me by Drs. Andre 
‘Crotti and L. L. Bigelow in performing the sub- 
total gastrectomy. 

207 East STATE STREET. 


‘COMMITTEE ON FRACTURE TREATMENT. 

The American Surgical Association has ap- 
pointed a committee consisting of Drs. William L. 
Estes, South Bethlehem, Pa.; Thomas W. Hunt- 
ingdon, San Francisco, Cal.; John B. Walker, 
New York City; Edward Martin, Philadelphia, 
and John B. Roberts, chairman, 313 South Seven- 
teenth street, Philadelphia, to report on the Opera- 
tive and Non-operative Treatment of Closed and 
Open Fractures of the Long Bones and the value 
of radiography in the study of these injuries. 
Surgeons, who have published papers relating to 
this subject within the last ten years, will confer 
a favor by sending two reprints to the chairman of 
the committee. If no reprints are available, the 
titles and places of their publication are desired. 

Joun B. Roserts, Chairman, 


313 South Seventeenth St., Philadelphia. 


CECO-SIGMOIDOSTOMY: AN OPERATION 
FOR SHORT-CIRCUITING THE COLON. 


Frank C, Yeomans, M.D., 


Surgeon, Workhouse and Penitentiary Hospitals; 
Assistant Surgeon, N. Y. Polyclinic Hospital, 


NEW YORK. 


The work and writings of Mr. Arbuthnot Lane, of 
London, during the past decade, have directed the 
serious attention of the medical profession to the 
question of colonic stasis. Its usual symptoms are 
constipation with or without pain, though there 
frequently are attacks of diarrhea. In either case 
the bowels do not empty themselves sufficiently, 
fermentation is excessive, and the patients suffer 
from intestinal autotoxemia. Earlier, Bouchard, 
and recently Metchnikoff, Combe and others, have 
treated this subject exhaustively, offering sugges- 
tions which in many cases are successful in relieving 
the condition. 

There remains, however, a large class of patients 
who do not respond to medical and hygienic treat- 
ment, viz.: Those who have a real obstruction to 
the passage of the bowel contents from whatever 
cause—angulations, flexures, bands (congenital or 
acquired), adhesions, chronic voivulus (cecal or sig- 
moidal) or stricture. Here we are dealing with 
purely physical and mechanical conditions, and these 
patients fall into the domain of legitimate surgery. 
In a word, the question is one of deficient drainage 
of the colon. How best to overcome this stasis with 
least risk to the patient varies with the pathological 
conditions present. My experience (1) in dealing 
with a large number of such cases is that a com- 
plete history and a thorough physical examination, 
including sigmoidoscopy and radiographs of the en- 
tire gastrointestinal tract, or of the colon alone 
(preferably stereoscopic), carefully studied and cor- 
rectly interpreted, will enable one to determine the 
site and nature of the obstruction and suggest the 
operative procedure for its relief in most cases. 
Removal of the entire colon has yielded many good 
results, but the mortality is high and the operation 
serious from any aspect. With a proper under- 
standing of any given case some short-circuiting 
operation will usually suffice. The one that most 
commonly has been employed is the ileosigmoidos- 
tomy of Lane; namely—division of the ileum about 
three inches proximal to the cecum, inversion of the 
distal end of ileum and implantation of its proximal 
end into the sigmoid—end-to-side or side-to-side. 
The objection to this is that the entire colon, ex- 
cept the lower limb of sigmoid, is left as a blind 
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pouch for retention of feces, fermentation and in- 
toxication, which does not drain, as has been shown 
by Blake and Brown (2) on dogs and proved many 
times clinically. 

The method I here propose obviates this objec- 
tion as it provides free drainage to both ends of the 
short-circuited colon, as demonstrated by the fol- 
lowing case: 


Case I. Mrs. R., 48 years of age, was referred 
to me in January, 1911. Chief complaint is chronic 
constipation. Health is good in general, the only 
important illness being pneumonia thirteen years 
ago. Birth of her first child twenty-one years ago 
was followed by peritonitis, uremia and constipation. 
The latter has persisted to date and has been very 
severe during the past five years, now requiring 
three cathartic pills at night and an enema in the 
morning to secure an action. Hemorrhoids and 
fissure were operated upon three years ago. 

Examination showed a large, well-nourished 
woman. Chest normal. Abdomen has a _ very 
thick layer of fat, but the muscles are of good tone. 
Abdominal wall so thick that nothing could be 
made out as to the viscera. Sigmoidoscope passed 
readily twelve inches, and showed a capacious, re- 
laxed sigmoid. Urine normal. Dr. Cole’s findings 
(Fig. 1) after bismuth enema were: “Bismuth 
suspension passes up to a point on a level with the 
umbilicus. There is a large tortuous loop of colon, 
which passes up to a level with the first dorsal 
vertebra, and then turns downward on a line with 
the umbilicus, where there is apparently a marked 
constriction. There is a suggestion of the bismuth 
passing through the constricted area and slight 
indication of a descending colon and splenic flexure 
behind the distended loop.” Radiographic diag- 
nosis: “Strong evidence of a constriction of the 
descending colon on a level with and about two 
and one-half inches to the left of the umbilicus. 
The long distended loop is sigmoid.” 

Confirmatory radiograph five days later (Fig. 
2). Diagnosis: “Bismuth has passed only into 
the transverse colon. The long tortuous loop 
which passed up to splenic flexure in the original 
plates, now traverses the pelvis to the right side. 
There is partial obstruction of the descending colon 
near splenic flexure. From the lack of worm- 
eaten appearance one would be suspicious of ad- 
hesions rather than new growth.” 

Operation: February 10, 1911, at Polyclinic 
Hospital. Incision through left rectus abdominis. 
Giant sigmoid immediately presented, as indicated 
by the radiogram, about three inches in diameter 
and twenty-four inches long. It was difficult to 
inspect the region of apparent obstruction near the 
splenic flexure, as the patient was very stout, 
weighing 180 pounds. Probably constriction was 
present, as indicated in Figs. 1 and 2, but no growth, 
bands or adhesions could be felt. 

The sigmoid, so large as to be pathologic, was 
in itself sufficient to explain the symptoms. The 
problem then was to short-circuit the stricture in 


descending colon and provide adequate drainage 
for the sigmoid. It would have been simple to 
unite the transverse colon and sigmoid, but this 
would not have carried out the surgical principle 
of drainage at the most dependent points, which in 
the case of the colon, are at the cecum and the 
sigmoid. Hence I decided on a cecosigmoidos- 
tomy, though I had not heard of this procedure 
before. As the cecum was held well up in normal 
position, a second incision was made through the. 
right rectus and the sigmoid readily approximated 
to it and united by a broad (3% inch), lateral 
anastomosis with a double layer of silk sutures. 
Patient bore the operation well, convalescence was 
smooth and union primary. Bowels were confined 
for seven days, and then moved with oil enema. 


FIG. 1—D, descending colon; S, sigmoid; X, constriction in 
descending colon opposite umbilicus (U). 


Patient has never taken a cathartic since leaving 
the hospital, but oil enemas were employed at night 
for a few weeks only. She has continued in per- 
a health and has daily actions without artificial 
aid. 

A radiograph (Fig. 3) taken eight months after 
operation shows the position of the parts and the 
site of anastomosis. 

Sufficient time, nearly two years, has now elapsed 
to warrant conclusions in this case. 

Two other patients have since come to my notice 
with different pathological conditions but presenting 
the same question of colonic stasis, upon each of 
whom ceco-sigmoidostomy was performed with like 
happy results. Both of these cases were in the 
service of Dr. Jerome M. Lynch, through whose 
courtesy I am privileged to report them. 
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Case II. A male, aged 19 years, who had al- 
ways suffered from chronic constipation, developed 
acute intestinal obstruction. On January 30, 1912, 
operation showed the transverse colon to be volumi- 
nous, rolled into a mass and kinked by bands caus- 
ing actual obstruction. The cecum, congenitally 
movable, was consequently dilated and had under- 
gone torsion on its long axis for 180 degrees 
toward the hepatic flexure. The sigmoid was un- 
usually long. Cecostomy was performed for drain- 
age and gave immediate relief. Two weeks later 
ileosigmoidostomy, side-to-side, was done for the 
purpose of short-circuiting the obstructed trans- 
verse colon. On April 23, 1912, the cecostomy was 
closed, but within twenty-four hours symptoms of 


FIG. 2.—S, Sigmoid transversely in pelvis; T, transverse colon; 
D, descending colon, showing constricted area at (X). " 


intestinal obstruction recurred, showing deficient 
drainage of colon above the obstruction. Ceco- 
sigmoidostomy was then performed by a broad 
lateral anastomosis of cecum to a point in the sig- 
moid below the earlier ileo-sigmoidostomy. Since 
this last operation the patient has been restored to 
perfect health. His bowels act normally and he 
has gained considerably in weight. 

CasE III.—Miss C., aged 23 years, of enterop- 
totic habit, was constipated from childhood and 
suffered from the usual symptoms of intestinal 
autotoxemia. Her appendix was removed three 
years ago. 

At operation on November 25, 1912, the cecum 
was found to be pelvic in position and freely mov- 
able, especially to the left—a true cecum mobile 
of Wilms. 

Cecum was joined to sigmoid by a broad lateral 
anastomosis with a double row of linen sutures. 
After operation the patient suffered considerably 
from gas pains which were relieved by the rectal 


tube. Bowels were moved by enemas and cathar- 
tics and after the patient was up on the ninth day 
the actions were spontaneous. At this writing 
patient is doing well. Y 


While neither one nor three swallows make a 
summer, it is fair to conclude that these cases 
exemplify that drainage of the obstructed colon at 
its most dependent points, namely, the cecum and 
sigmoid, without leaving any blind pouch, is the 
correct surgical principle. Manifestly this is im- 
possible in many cases on anatomic grounds. At 
present I am making studies which may help estab- 


FIG. 8.—Post-operative, 8 months. U, umbilicus; TC, transverse 
colon; HF, hepatic flexure; SF. splenic flexure; DC, descend- 
ing colon; P, proximal loop of sigmoid; D, distal loop of sig- 
moid; A, site of anastomosis, cecosigmoidostomy. 


lish the relative frequency that the cecum and sig- 
moid can be approximated without tension for a 
broad, lateral anastomosis. However, conclusions, 
based on measurements of colons of individuals 
without colonic lesions, would give a much lower 
proportion of instances in which this operation is 
feasible than a series of cases in which the colons 
were involved. This, for the reason that patients 
suffering from colonic stasis commonly have gen- 
eral enteroptosis, or enlarged, movable ceca or 
sigmoids, or both; all favorable conditions for easy 
approximation. 

In an individual case radiographs, correctly in- 
terpreted, after a bismuth meal or bismuth enema 
plus sigmoidoscopy will enable one to determine the 
size, shape and position of the colon, particularly 
the cecum and the sigmoid, and usually to conclude 
as to the practicability of this method of anasto- 
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mosis in advance of operation. Further experience 
may also show that when it is impossible to ap- 
proximate without tension the cecum and sigmoid, 
division or elevation of the outer layer of the 
mesocecum or mesosigmoid, or both (in which 
no important vessels are cut as the blood supply 
comes from the mesial side) will permit of anasto- 
mosis even in these cases. 

It goes without saying that at the same time any 
other lesions that interfere with the physiological 
action of the bowel must be corrected, particularly 
adhesions, as in the retrocecal appendix, removing 
the latter if diseased, and bands as in the so-called 
Lane’s kink. 

In conclusion, when practicable, ceco-sig- 
moidostomy (a) is a safe operation, easy of ex- 
ecution; (+) establishes drainage of the entire 
colon, there being no blind ends left for collection 
of feces, fermentation and intoxication, the béte 
noir of ileosigmoidostomy; (c) observes the 


surgical principle of draining the colon at its most ° 


dependent points, a principle correct, both in theory 
and in practise; (d) anchors and drains the cecum 
mobile of Wilms; (e) anchors and drains chronic 
volvulus of the sigmoid or a giant sigmoid; 
(f) cures permanently constipation due to me- 
chanical obstruction (obstipation) at any point in 
the. colon from cecum to apex of sigmoid. 
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INFECTIONS OF FINGERS AND HAnps. 

1. Never hunt for pus with a probe in this portion 
of the body, as it may spread infection. 

2. An incision should be made through the point 
of infection, giving free drainage. 

3. If pus is secreted about or in the joint of a 
finger, pressure on the end of the finger will give 
rise to pain, while if the pus is in the sheath of the 
tendon, the same pressure will cause little or no 
pain. 

4. The tendon should never be laid open from 
end to end as this procedure is almost certain to 
cause sloughing of the tendon. 

5. If the tendon sheath is exposed and found dis- 
tended with purulent or sero-purulent fluid, it should 
be freely drained. 

6. If the whole tendon sheath is distended with 
pus it will be necessary to drain its upper end. In- 
cisions for this purpose in case of the index, middle 
or ring fingers should be made in the palm of the 
hand directly over the tendon involved-—H. B. 
GarNER in the Detroit Medical Journal. 


INGUINAL HERNIA OF THE CECUM AND 
APPENDIX. AN ACCOUNT OF CASES.* 
RoyaLeE Hamitton Fowter, M.D., 
BROOKLYN, N. Y. 


While the occurrence of hernia of the appendix 
and cecum, together or singly, is not so rare as to 
constitute a surgical curiosity, perhaps it is suf- 
ficiently uncommon to warrant the report of two 
cases which have come under my observation. 

Bennet (Med.-Chir. Trans., London, 1890, 
Ixxiii, p. 129) found nine instances of cecocele in 
565 cases of strangulated hernia at St. George’s 
Hospital. Brunner found hernias of the cecum in 
2.3 per cent. of 417 cases of hernia. Coley, on the 
other hand (Hernia, Prog. Med., June, 1910) found 
hernia of the cecum in less than 1 per cent. in 2,200 
hernia operations. He found hernia of the appen- 
dix in less than 5 per cent., hernia of the cecum 
and appendix together in less than 1-3 per cent. Car- 
nett (Annals of Surgery, April, 1909, vol. xlix, p. 
491) has contributed a very valuable article upon 
“Inguinal Hernia of the‘Cecum” and cites the com- 
bined statistics of Hildebrand and Gibbon. These 
observers collected 139 and 63 cases, respectively, 
of hernia of the cecum, some of which are dupli- 
cated, making a total of 196 cases. Of these 83.6 
per cent. were inguinal, 10.7 per cent. femoral, 5.7 
per cent. umbilical. In 164 cases of inguinal 
hernia of the cecum, the hernia was found upon 
the right side in 78 per cent. (128 cases), upon the 
left in 15.2 per cent. (24 cases), side not stated in 
6.8 per cent. (12 cases). In 21 cases of femoral 
cecocele the hernia was found upon the right side 
in 85.7 per cent. (18 cases), upon the left in 9.5 
per cent. (two cases), side unstated in 4.8 per cent. 
(one case). 

Inguinal hernia of the cecum is found at all ages, 
usually at the extremes of life. Of Hildebrand’s 
80 cases of right inguinal cecocele 12 were under 
one year, two occurred in fetuses at the eighth 
month. Gibbon (Jour. A. M. A., June 11, 1898) 
has reported 63 cases of cecal hernia and of these 
44 per cent. were strangulated. The first case here- 
with reported is a right inguinal hernia of the 
vermiform appendix, the second a right inguinal 
hernia of the cecum of the Richter type. 

Richter’s hernia may be defined as an abdominal 
hernia in which a portion of the circumference of 
the bowel is imprisoned, reducing but not entirely 
obliterating the lumen of the intestine. This 
hernia is far from being a common condition. Text- 


“Reported to the Brooklyn Surgical Society, October, 1911. Read 
before the Medical Digest Club, November, 1912. 
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books upon general surgery devote but little space 
to this form of hernia and yet it is one with a high 
mortality which could be lowered with prompt 
treatment. 

The French bestow credit upon Littré for the 
proper comprehension of the subject. In 1700 he 
described ““A New Form of Hernia” but the cases 
reported were instances of hernia of Meckel’s 
diverticulum. Johannes Meckel, a century later, 
showed that Littré’s cases were  strangulated 
hernias of the diverticulum which bear Meckel’s 
name. It was not until 1778 that the hernia under 
consideration was described in its clinical and 
pathologic aspects and to Gottlieb Richter the honor 
is due. He termed it “small rupture.” 


Fig. 1. 

Richter’s hernia is more common in females than 
in males, is apparently limited to adults and the ma- 
jority occur in the fifth decade. The lower ileum 
is the portion of intestine which is most liable to 
become engaged. Cases involving the jejunum and 
colon have been reported. The constricted portion 
may represent one-third to four-fifths of the in- 
testinal circumference. In some cases the lumen 
may permit fecal passage while in others only a 
probe may be passed through the constriction. This 
form of hernia is more frequently found in the 
femoral than the inguinal region, but the gut may 
be nipped in any situation in which hernia occurs. 
It has been observed in epigastric hernia and at the 
obturator foramen. It is more common on the 
right side than on the left. 

In respect to the mode of origin of this con- 
dition, old hernias give rise to this lesion more fre- 
quently than recent ones and the reducible are as- 


sociated with this particular rupture more often than 
the irreducible. Authentic knowledge is lacking in 
regard to the formation. An adhesion may take 
place between the sac and a portion of the intes- 
tine. The apex of the cone cannot escape and be- 
comes strangulated at the internal ring. In many 
cases, however, no adhesion has been found at the 
time of operation. In my opinion, in the case here- 
with detailed, it would seem that the patient had 
been wearing a truss when the hernia was in an 
irreducible condition, that a portion of the cecum 
was pressed upon and that a traction pseudo- 
diverticulum resulted. It is not impossible that 
some of the fibers of the muscular wall become 


Fig. 2. 

atonic or even rupture so that a diverticulum is 
created. This pouch becomes engaged in a hernial 
ring and muscle spasm completes the strangulation. 

It is largely through the excellent paper of 
Treves that I am enabled to present the clinical fea- 
tures of this condition. The symptoms are unre- 
liable, misleading and present little uniformity. The 
gravity of the case depends upon the condition of 
the bowel and there are no symptoms to serve as an 
index of intestinal viability. The cases have 
symptoms suggestive of intestinal obstruction. In 
about one-third, the symptoms are typical of this 
condition. In the remainder the symptoms are 
much less severe and are those of a mild incom- 
plete obstruction. In one-tenth of the less severe 
cases there were bowel movements on the first or 
second day. The vomiting is of a mild and inter- 
mittent type. Fecal vomiting is present in about 
12 per cent. of the cases, the earliest on the second 
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day, the latest on the eight day. The bowel may be 
in a gangrenous condition without the existence of 
fecal vomiting. In my case there was no vomiting. 
Complete obstruction is not unusual. It is well to 
remember in this connection the experiments of 
Scarpa that if more than two-thirds of the bowel 
circumference is encroached upon, the passage of 
water through the intestine is arrested by angula- 
tion of the intestine. Constipation is a consistent 
symptom. Diarrhea, however, has been present 
and is a bad omen. Obstipation is the general rule. 
Distension of the abdomen is not marked as these 
constrictions are watertight before they are air- 
tight. 

The clinical diagnosis is difficult and has been 
made in about 50 per cent. of cases. In half of the 
cases no swelling was discovered. When it is de- 
termined by palpation it presents the character of 
an irreducible hernia, inflamed or strangulated. The 
condition simulates a small incarcerated omental 
hernia. The mortality is high; all those cases died 
which were not recognized during life. Treves 
places the mortality at 62.2 per cent. 

There is but one treatment and that is operative. 
The bowel should be dealt with as in other cases of 
strangulated hernia and the radical cure done if the 
patient’s condition will permit it. The writer wishes 
to record the following cases: 

Case 1. Mr. V. P., age 25, was admitted to the 
Methodist Episcopal Hospital, November 22, 1910. 
Diagnosis, right oblique inguinal hernia, reducible, 
congenital. ‘At operation the writer found the tip 
of the appendix in the sac presenting at the in- 
ternal ring. (See Fig. 1.) It was firmly adherent 
and evidently had been the seat of inflammation 
originating in the organ. It could not be brought 
down. It was freed in such a manner as not to 
endanger its nutrition and allowed to drop back 
into the abdomen. Excision, had it been possible, 
would have been the treatment of choice. A post- 
operative anamnesis revealed no former history of 
attacks of appendicitis. When last seen within a 
few months the patient remained cured. 

Case II. Mr. G. T., a Swede, age 58, was ad- 
mitted to the German Hospital December 7, 1910. 
Eighteen years previously he noticed a swelling in 
the right inguinal region which disappeared upon 
pressure and on assuming a reclining position. Five 
days before admission he was unable to reduce the 
hernia. Prior to this time he had worn a truss for 
six years. The bowels were regular, there was no 
pain or vomiting. Upon examination a right indi- 
rect inguinal hernia was recognized, contents of sac 
uncertain. A swelling was found, soft, not tender 
or inflamed, which occupied the inguinal canal. It 
was irreducible. Upon opening the sac at opera- 
tion, a small amount of cloudy yellow fluid escaped, 
odor of colon. A_ pseudo-diverticulum of the 


outer saccule of the cecum was exposed which 
formed a nipple-like pouch one and one-half inches 
long. (See Fig. 2.) It was broader at the base, 
constricted at this point and gangrenous through- 
out its entire extent. Less than one-half the bowel 
circumference was strangulated. The gangrenous 
portion of the cecum was excised, the opening 
closed in the usual manner and the operation com- 
pleted by the Bassini method. Uneventful recov- 
ery. Patient discharged on the eighteenth day, 
wound perfectly healed. Examination of the ex- 
cised pouch revealed no adhesions to the sac, no 
rupture of the wall. Pathologic diagnosis, gan- 
grene of the cecum, diverticulum. 


I wish to thank Dr. Russell S. Fowler for the 
opportunity afforded to operate upon these cases 
and the privilege of reporting them. 

475 WASHINGTON AVENUE. 


FOUR CASES OF SUBPERIOSTEAL MAS- 
TOID ABSCESS IN ADULTS COMPLI- 
CATED BY PERISINUS ABSCESS; 
OPERATION; RECOVERY.* 

Harotp Hays, A.M., M.D., 

Assistant Surgeon, Otology, N. Y. Eye and Ear 
Infirmary, etc. 

NEW YORK CITY. 


The interest in these cases centers in the fact 
that the patients all had suffered from acute mas- 


‘toiditis for a period of six or seven weeks; and 


that after operation, although extensive destruc- 
tion had taken place, recovery was rapid and un- 
eventful. 


The occurrence of subperiosteal abscess is not 
at all infrequent in patients between the ages of 
20 and 40. I have seen many such cases and all 
of them have been operated upon in time to save 
them from unhappy consequences. These four 
cases present symptoms that are unusual and in- 
teresting. 


Case I. Mrs. E. V., age 30, was admitted to the 
service to Dr. Robert Lewis, August 31, 1912. 
She had the measles in childhood with discharge 
from both ears. Six weeks before admission she 
had been sea bathing. On the following day the 
left ear began to ache, the pain continuing for four 
days, when the discharge ceased. It did not recur 
until three days before admission, when it was 
accompanied by extensive swelling and edema be- 
hind the ear. The patient has had headaches and 
had not slept well for the past three days. 

On examination the right ear was negative ex- 
cept for a small amount of cerumen. The left ear 
showed extensive swelling and edema behind the 


*Read before the Hunterian Medical Society, Nov. 12, 1912. 
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auricle. The canal was so swollen that the drum 
membrane could not be seen, and was filled with 
us. 
¥ General examination was negative. T. 102° 
P. 92 R. 24. A culture of the pus from the canal 
showed a mixed infection. 

The patient was immediately taken to the operat- 
ing room. Pus was found underneath the subcu- 
taneous tissue. The cortex was removed with a 
gouge and bone forceps. Practically the entire 
mastoid was destroyed. The perisinus abscess was 
found over the greater portion of the vein from the 
knee down, and the vein was exposed for about 
one and one-quarter inches. The bone over the 
dura was removed, exposing a portion of the mid- 
dle fossa about the size of a ten-cent piece. The 
sinus wall was covered with granulations. The 
tip of the mastoid was removed. The antrum was 
opened and curetted out. The wound was almost 
entirely closed by clamps, and lightly packed with 
a small piece of iodoform gauze. 

On the second day the packing was removed. 
T. 100°. P. 91. R. 20. On the fifth day there 
was still some purulent discharge and excessive 
granulations, and it was necessary to open the 
wound and put in packing of iodoform gauze. 
Culture of the pus from the mastoid showed a 
streptococcus. The patient left the hospital on the 
tenth of September, the wound having almost en- 
tirely closed. A small gauze pad was placed over 
the wound and the high frequency current with a 
vacuum electrode was applied every other day for 
about two weeks. 

Case II. I operated upon a young woman of 
21 about three years ago for a similar condition. 
This patient had been treated conservatively at one 
of our large institutions for some weeks, and ap- 
parently thought she was getting well because the 
pain subsided. Suddenly a swelling appeared be- 
hind the auricle, indicating that there was pus 
under the subcutaneous tissues. Operation was 
done immediately, and the patient, as in the case 
above, made an uneventful recovery. 

Case III. About three months ago I saw a 
girl of 15 at the Infirmary who complained merely 
of a swelling behind the ear, which extended down 
in the tissues of the neck along the sterno-mastoid 
muscle. There was a slight discharge from the 
ear and a history of the patient having had ear 
trouble for six weeks. Although the edema was 
extensive, there was no pain or fever. The ques- 
tion arose as to whether the swelling was not caused 
by a cellulitis due to pediculi. However, an opera- 
tion was determined upon and extensive destruc- 
tion of all the tissues of the mastoid was found, 
with involvement of the wall surrounding the sinus. 
As in the other cases, recovery was uneventful. 


Case IV. About six months ago I was called 
to see a woman of thirty, who had been suffering 
from discharge from the left ear, extending over 
a period of sixty-seven weeks. 

There was very little pain, but considerable 
swelling in the canal and edema over the mastoid. 
I advised an immediate operation. A perforation 


of the cortex was found with pus under the subcu- 
taneous tissues. The bone over the sinus was de- 
stroyed, and the posterior wall of the canal had to 
be leveled down to the facial canal. Although the 
nerve was not exposed at the time of operation, two 
days after the operation, a facial paralysis occurred, 
which became complete. The wound healed gradu- 
ally and the discharge from the canal ceased in 
about eight weeks. The paralysis has persisted, 
but seems to be getting better under electrical 
stimulation. Apparently destruction of the facial 
canal occurred before the operation, and part of the 
nerve must have been exposed and severed. 

The wound healed entirely and the patient was. 
discharged cured. 

The chief interesting features of these cases is 
the long duration of the trouble with apparently 
little pain. It appears that after the mastoid is. 
almost entirely destroyed by pus, the drainage 
from the middle ear and canal is freer and no ob- 
struction occurring to this drainage, comparatively 
little. pain is experienced. Although the amount 
of destruction is greater in these cases, the opera- 
tion is comparatively simple, and providing alk 
necrosed bone is removed, no fear may be felt for 
an excellent recovery. 

I present these four interesting cases mainly for 
the reason that I believe they point out a lesson. 
There are many cases of acute mastoiditis, which 
apparently subside and leave no indication except 
the continuous discharge and the thick pus. There 
may be no fever, and the patient may feel fairly 
well; still a gradual destruction of the mastoid 
from invasion of some attenuated bacteria may 
take place. Suddenly, a sweliing of the canal, and 
the tissues over the mastoid is seen, indicating the 
presence of an abscess. One should be careful 
not to prognosticate too early, for what is appar- 
ently a condition that is getting better, is actually a 
condition that is getting worse. All patients who. 
have suffered from symptoms of mastoiditis, 
should be kept under daily observation until the 
discharge from the middle ear has practically 
ceased. 

11 West Eicuty-rirst STREET. 


FunctTIONAL Kipney TEst. 

The removal of a diseased kidney and the re- 
tention of one whose power is inadequate to carry 
on the normal renal function of the two kidneys is, 
of course, followed by death. Such a result is. 
almost impossib!e if a preliminary cystoscopic ex- 
amination combined with ureteral catheterization is: 
performed.—A. W. NELson in The Lancet-Clinic. 
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THE TREATMENT OF HUMAN CANCER 
WITH INTRAVENOUS INJECTIONS 
OF COLLOIDAL COPPER. 

To determine substances which, internally ad- 
ministered, may have a selective action on carci- 
noma cells, is one of the directions that the study 
of the cancer problem has recently taken, and the 
demonstration by -Wassermann of the selective 
action of selenium and eosin, in combination, on 
mouse cancer, has given great encouragement to 
this line of experimentation. Within the past year 
Neuberg, Caspari and Loehe have reported the dis- 
appearance of some animal tumors after the ad- 
ministration of so‘utions of various heavy metals.* 
Also within the year there have been reports in the 
lay press that Du Gers, in Paris, had successfully 
treated some cancer cases with heavy metals, and 
that he had used colloidal copper in his experiments. 


In the December issue of the Interstate Medical 
Journal, Leo Loeb, C. B. McClurg and W. O. 
Sweek, of St. Louis, report striking results that 
they had achieved in several cases of human cancer, 
treated by repeated intravenous injections of col- 
loidal copper solutions “prepared according to 


* Berliner Klinische Wochenschrift, July 22, 1912. 


Bredig’s method.” These investigators were led 
to experiment at once with human, rather than 
mouse, cancer, since the former grows more slowly 
and, therefore, they thought, ought to be more fav- 
orable for testing the efficacy of various substances. 


They employed in their cases twenty to thirty 
daily intravenous injections of the colloidal copper 
solution, warmed to about body temperature and 
in amounts of 300 to 400 c.cm. at a time. The in- 
jection was invariably followed by a rise of tem- 
perature (100°-102°) frequently preceded or fol- 
lowed by a chill, and returning to normal in six 
hours. The reaction becomes less after several 
injections. The patients tolerated the injections 
well, their general condition improved and pain 
was so much relieved that narcotics could be dis- 
continued. “About two to four hours after an 
injection, hyperemia is noticeable in the tissue 
adjoining the tumor. If the tumor is open, this 
hyperemia is accompanied and followed by an in- 
creased secretion from the ulcerated part of the 
tumor. The hyperemia recurs after each injec- 
tion in the beginning of the treatment, and then 
gradually diminishes, the increase of discharge 
of fluid usually ceasing three to four days after the 
first few injections. Accompanying the hyperemia 
there is present an increased sensitiveness of the 
tumor. The intravenous injections cause 
a gradual necrosis and resorption, or sloughing, of 
the tumor. So far the retrogression has 
been continuous and at least two cases are 
very near a complete cure.” 


In this preliminary report these experimenters 
record eight cases. Two of these had internal me- 
tastases and terminated fatally. The other six were 
cases of inoperable carcinoma of the face, jaw, 
neck and cervical glands—most of them recurrent 
after operation and rebellious to x-ray treatment. 
In all of these the copper injections caused a 
marked retrogression of the tumor. It must be re- 
membered, however, that relief of pain, local 
hyperemia and reduction of the tumor mass have all 
been accomplished by other experimental remedies 
—although perhaps not so marked: a retrogression 
in the growth. 

Whether or not this report is premature or over- 
enthusiastic—and such reports all too often are 
either or both of these—nevertheless this is, we be- 
lieve, the most remarkable therapeutic result that 
has yet been recorded of any internal treatment of 
human cancer ; and, coming from the source it does 
it demands earnest attention. 


Colloidal copper may not come to have a 
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permanent place in the therapy of cancer, but its 
striking effects on these few recorded cases lends 
fresh impetus and gives new direction to the search 
for a specific—W. M. B. 


PROBLEMS IN GASTRO-ENTEROSTOMY. 
Concerning the behavior of the stomach after 
gastro-enterostomy there are some things of which 
we are quite in doubt and some that we have ac- 
cepted on perhaps insufficient evidence. It has 
been taught, and cases have been adduced in sup- 
port of it, that if the pyloric outlet of the stomach 
is not occluded, pathologically or surgically, a 
gastro-enterostomy will close. At a medical meet- 
ing a year or more ago a well-known surgeon re- 
ported a case in which he had performed simple 
gastro-enterostomy ten years previously. A few 
years later, the symptoms recurring, he performed 
a pyloroplasty for, so he stated in undoubted good 
faith, he found at this second operation that the 
gastro-enterostomy had closed. Soon after this 
report the editor performed a third operation upon 
the same patient and found the original gastro- 
enterostomy unquestionably wide open! 

How true is the rule that a gastro-enterostonty 
will close if the pylorus is left patent? Will a 
“pyloric exclusion” suture completely close off the 
pylorus? Will a thus excluded pylorus remain 
excluded, or will not the outlet gradually reform? 
Does an artificial stomach outlet (gastro-jejunal) 
interfere with the normal peristaltic cycles of the 
stomach? Does food pass prematurely through a 
sphincterless gastro-jejunal opening, or does a 
sphincter-like action develop there? 


The solution to these, and similar problems, is 
of great surgical importance. Some of them can- 
not be determined by autopsies, post-mortem or in 
vivo, and for others, subsequent inspection, the 
opportunities for which are only occasional, may 
yield, as we have seen, faulty observations. The 
questions can be answered, however, we believe, by 
the expert x-ray examinations of a large number 
of patients at various periods after various types 
of gastro-enterostomy. At our suggestion, Dr. 
Lewis G. Cole, of New York, whose excellent 
studies in “serial radiography” of the stomach and 
intestine establish his entire competence for the 
work, is undertaking an +-ray inquiry into these 
problems in gastro-enterostomy. results, 
which we await with great interest, will be pub- 
lished in due time in the AMERICAN JOURNAL OF 
Surcery.—W. M. B. 


AGAIN THE WARMING OF ANESTHETIC 
VAPORS. 
“Refrigeration” of the air passages by ether and. 


- other vapors-has been accounted a cause of bron- 


chitis and pneumonia following the use of these 
narcotics, to avoid which some anesthetists, notably 
Gwathmey, of New York, insist upon the necessity 
of warming the vapor administered to the patient, 
and employ apparatus designed to accompfish this. 
In an earlier editorial (October, 1911) we called at- 
tention to an article by Seelig, of St. Louis, who 
proved experimentally, beyond a doubt, that 
warmed ether vapor will not stay warm but cools. 
with astonishing rapidity when released. “Chilled 
vapor,” he adds, “also tends to assume room 
temperature very rapidly.” Since then Gwathmey 
has retorted with a series of experiments by which 
he proves, also beyond a doubt, that Seelig is all 
wrong, and that ether vapor may be kept warm 
while it is being administered. And now come 
Cotton and Boothby, of Boston, who, in Surgery, 
Gynecology and Obstetrics, December, 1912, also 
asseverate “the uselessness of warming anesthetic 
vapors,” not because they will not stay warm but 
because they do not stay cold. 

And thus the matter stands. Says Gwathmey, in 
alarm, “What! Would you pump into the tender 
throats of babes, into the warm bosoms of confiding 
women, the chilly blast of frigid ether, the shivering 
wind from the frosted gas tank! No, a thousand 
times, no! If we must use these gases, and we 
must, they must be warmed, so they must.” 

“Cold, indeed, as the breath of Boreas,” says 
Seelig, “is the vapor of ether; like the howling blast 
in the wintry night is the gas of nitrous oxide. The 
very sight of an inhaler makes my teeth chatter. 
But, alas and alack, why warm the obstinate things 
when they haven’t the constancy to stay warm if we 
turn our backs for even a minute?” 

“Warm them, indeed?” say Cotton and Boothby. 
“Would you warm the Gulf Stream? Don’t you 
know that when these gases are privileged to enter 
a Cotton-Boothby inhaler they get as hot as an © 
August afternoon in St. Louis—or New York? 
Haven’t you heard that if you’re not awfully careful 
they’ll even scorch the patient’s mouth ?” 

“An’ there ye ar-re,” as Dooley would - say. 
After studying three sets of figures we are at a loss 
whom to believe by their arguments. But these 
leave us at least one fairly definite conclusion— 
that the discussion is something of a tempest in a 
teapot. And if it will not down, will not some 
genius add to the many perfect anesthesia appa- 
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ratuses another, neat and compact, whereby, to 
please everybody, the vapor will be warmed on a 
cook stove and piped through an asbestos wound 
conduit to a face mask packed in ice.?—W. M. B. 


Announcement 


New York Hospirat SCHEDULES. 

The operating schedules supplied by New York 
City hospitals are so voluminous, and have been in 
several instances, submitted so late, that we have 
found it impossible to prepare-them for publication 
in this issue as expected. We are obliged to post- 
pone the printing of these schedules until the 
February issue. W. M. B. 


Surgical Suggestions 


Blood pressure observations every few minutes 
are essential to the safe conduct of intracranial 
operations. 


Before terminating a mastoid operation scrape 
clean the exposed bone surface. The wound will 
granulate more quickly. 


A “positive” blood culture in a case of otitic or 
mastoid disease is pathognomonic of sinus involve- 
ment and an absolute indication to tie off the in- 
ternal jugular vein. 


Repeated aspiration of an ear discharge, the 
syringe tip or otoscope snugly fitting the external 
canal, greatly accelerates the cure of an otitis 
media. 


Chronic suppuration in the middle ear may be 
entirely due to an adhesion near the floor of the 
tympanum and the internal wall forming a pocket 
in which pus may lodge. 


The healing of a mastoid wound is often ac- 
elerated by lengthening the intervals between 
‘dressings, allowing Nature to do her part in repair 
with minimal disturbance. 


Persistence of suppuration after incision of a 
furuncle or abscess of the auditory canal or auricle 
‘indicates the development of a localized chondritis. 


Surgical Sociology 


Ira S. Wile, M.D. 
Department Editor 


The United States Interstate Commerce Commis- 
sion in its most recent report lays especial stress 
upon the necessity of making safety the paramount 
factor in railroading. With the stress of com- 
mercial hustle and the importance of a few minutes 
in financial circles, the problem of speed has secured 
an importance disproportionate to the questions in- 
volving the physical welfare of employes and pass- 
engers, 

The casualties during 1911-12 on the steam rail- 
roads amounted to 180,123, of which 10,585 were 
persons killed. Regardless of the fact that this 
large number of killed and injured was in excess of 
the figures for the preceding year, as a general 
principle, excessive speed played an equal part dur- 
ing both years. Both speed and comfort should be 
sacrificed to safety. Among the killed 318 were 
passengers, 3,635 employes, and 6,632 were tres- 
passers. The hospitals and medical attendants 
reaped a large grist, and the courts have undoubt- 
edly been clogged with suits for damages. It is 


. little comfort to realize that 63 per cent. of all the 


accidents investigated were caused by mistakes of 


.employes. Some system must be worked out which 


will rob railroads of their maiming and destroying 
power. Safe transportation is essential, and no ef- 
fort should be spared to make it such. The acci- 
dent and injury rate per passenger per mile is ex- 
ceedingly low, while the death rate per passenger 
carried appears to be unworthy of mention. The 
gross figures speak for the present neglect of con- 
sideration of safety. The railroad should not travel 
toward eternity. 


Public hospitals fulfil a great need in the care of 
the indigent who have inadequate facilities for 
medical and surgical care in their homes. A second 
function of hospitals is to spread the information 
regarding advances in medicine and surgical meth- 
ods. The educational value of public hospitals is 
too frequently overlooked, while their amphithe- 
aters are daily occupied by earnest surgeons. 

The Department of Public Charities in New 
York City has recently opened the amphitheaters 
and operating rooms of the hospitals under its aus- 
pices to graduates in medicine and to students in 
regularly organized medical schools. This recogni- 
tion of the educational value of public hospitals has 
long been delayed. There is every reason for 
opening the wards and clinics of hospitals to the 
profession, that the general public may secure 
indirectly the advantage of the services which 
physicians give so freely without remuneration in 
hospitals. 

The whole spirit of medicine depends upon will- 
ingness to give service and instruction to whom- 
soever deserve it. The poor merit the best surgical 
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“attention available; and the surgical fraternity de- 


serves to receive the direct and indirect advantages 
arising from witnessing the care of those who are 
recipients of the willingly given surgical attentions. 


‘It-is to be hoped that all municipal hospitals and 


clinics will be thrown open to the medical profes- 


“sion in a similar manner. 


The problem of caring for defectives is at last 
before the public in a frank way that demands at- 
tention. The free use of firearms and matches that 
has been made by the feeble-minded and the in- 
sane has called attention to the necessity of protect- 
ing the public and at the. same time of protecting 
the weak-minded from their own inability to inhibit 
their vicious tendencies. 

The establishment of a clinic in New York City 
as a Clearing House for Defectives possesses much 
interest, and it is to be hoped that it will serve its 


“purpose in protecting the community from those 


mentally defective or deranged who are apt to com- 
mit dangerous or violent acts. The establishment 


of close relations with hospitals is a part of the 
_ essential purpose of such a clearing house. 


_ At the present time the benefits of surgery to 
mental defectives is unknown, largely because it 
represents an untried field of surgical endeavor. 
Only by thorough and continuous study, together 
with research, will it be possible to determine in 


‘how far surgery will become a remedial agent in 


lessening mental disability. It is obvious that those 
mental defects which are dependent upon traumata 


‘may possibly be relieved through surgical interven- 


tion. The removal of blood clots, the relief of intra- 
cranial pressure, the correction of depressed frac- 


-tures all indicate fields of operative value which are 
corrective in their nature. 


The place that surgery is to play in the care of 
imbecility or idiocy remains to be demonstrated. It 
is to be hoped that cerebral localization will be ad- 
vanced through a careful study of the relation of 
mental defects to other symptoms which may be 


objective in nature. 


_ Brain surgery is in its infancy and a field of vast 
importance lies before the operator who is not 
bound down by traditions or a fear to wield the 
scalpel in behalf of those sufferers for whom medi- 
cine has offered no relief. 


The importance of the attack upon the problem 


of mental defects, from a surgical point of view, is 


not to be overestimated, because there is everything 
to gain and little to lose. At the present time seg- 
regation of the feeble-minded or mental defectives 
is practically impossible without a vast amount of 


- legislative procedure making this mandatory. Re- 


medial measures, therefore, will be required for 
many years to come. Surgery may hold the key to 
many closed minds. 


The essence of asepsis during operations consists 
in handling nothing even though sterilized, with- 
out a definite reason. 


Book Reviews 


Surgical Operations. A Hand-Book for Students and 
Practitioners. By Pror. FriepricH Pets-Leurpen, 
Chief Surgeon to the University Surgical Clinic, Ber- 
lin, etc. English Translation by Faxton E. GarpNeER, 
M.D., New York. Large octavo; 726 pages; 668 il- 
justrations. New York: THe Resman Co,, 1912. 

The material embodied in the book is drawn entirely 
from the extensive practise of the author and as such has 
a distinct value. Although the work is chiefly designed 
for students and practitioners, the indications for the opera- 
tive treatment cannot fail to interest specialists in the 
surgical branches. The basis of the technic is largely the 
work done on animals and on the cadaver. Such work 
the author urges upon beginners in surgery. 

The whole domain of general surgery is taken up in 
the book in a systematic, practical and satisfactory man- 
ner. The chapters on local anesthesia and general narcosis 
by themselves have a monographic value. The illustra- 
tions in general are very clear and must be of help par- 
ticularly to students who grapple with the fundamental 
steps 1n surgical technic. 


Surgery of the Rectum. For Practitioners. By Sir 
Frepertc Wattis, M.B., B.C. Cantab., F.R.C.S., Sur- 
geon to Charing Cross Hospital, etc. etc. Octavo; 
355 pages; 129 illustrations. London: Henry Froupe, 
Oxrorp University Press, 1912. 

The more common difficulties of the rectum are usually, 
with the possible exception of hemorrhoids, treated lightly 
in the average medical or surgical text-book. This is all 
the more deplorable when we consider for a moment of 
how vastly important such slight ailment may be. It is 
gratifying to find in Wallis’ book a systematic, thorough 
and practical presentation of the catarrhal and inflamma- 
tory diseases of the rectum, sigmoid and colon. A spe- 
cial chapter is devoted to venereal diseases of the rectum 
and anus. The chapters on anal fissure, intolerant ulcer, 
irritable ulcer, pruritus ani, ano-rectal ulceration and sub- 
mucous tracks are especially instructive. The last chap- 
ter of the book, that treating of rectal diseases in children, 
— the ordinary developmental defects, is a valuable 
addition. 


Chirurgische Operationslehre, Unter Mitwirkung von 
F. v. BraMMANN, G. Kirtran, R. Kuapp, Fr. KOnie, 
W. Korte, etc. Band 2. Operationen am Brust-Korb 
und Bauch, von Aucust Bier, Heinrich Braun and 
HERMANN KimMeELL. Octavo; 800 pages; 538 mostly 
colored illustrations. Leipzig: JoHANN AMBROSIUS 
BartH, 1912. 40 marks. 

The second volume of operative surgery in German deals 
with operations on the thorax and abdomen. It is ex- 
haustive and embodies all the recent advances, more espe- 
cially those made in thoracic surgery. We know of no 
work either in the English or the German language that 
treats the surgical affections of the chest and of the ab- 
domen in a more masterly, more authoritative manner. 
While the greater part of the book is devoted to ab- 
dominal surgery, it will no doubt be the sections of 
thoracic surgery that will be most attractive and most 
useful to surgeons. 


Atlas der Operations-Anatomie und Operations-Pa- 
thologie der Weiblichen Sexualorgane und des 
Suspensions- und Stutz-Apparates des Uterus in 35 
Tafeln. Von Dr, WitHeLtm LiepMaNnn, Privatdozent 
fiir Geburtshilfe und Gynaekologie an der Friedrich 
Wilhelm Universitat zu Berlin. Berlin: Aucust 
Hirscuwa p, 1912. 24 marks. 

For correct gynecological and even obstetrical work it 
is of first importance to have clear pictures constantly be- 
fore one of the relation of the organs concerned. There 
have been many pathological and anatomical atlases whose 
purpose it was to convey definite pictures of the diseased 
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and normal female sexual organs. The present atlas is 
the first of its kind in which an attempt has been made, 
and with eminent success, to portray ensemble pictures of 
these organs in normal and pathological states. It gives 
what busy surgeons can never glean from the hurried 
survey as practised during the ical operation, the true 
status of the organs and the true extent of the disease. On 
the other hand, the atlas supplies in a permanent form and 
in a way as nearly true to life, as it is possible to achieve, 
pictures that one fortunate enough in being experienced in 
pathological work can readily call to his aid to refresh his 
memory. The atlas has an undoubted value for special- 
ists in gynecology and obstetrics. 


Manual of Surgery. By A.exis THompson, F.R.CS., 
Professor of Surgery, University of Edinburgh, etc., 
and ALEXANDER Mites, F.R.C.S., Surgeon, Edinburgh 
Royal Infirmary. Fourth Edition. Volume II: Re- 
tonal Surgery. Volume III: Operative Surgery. 

dinburgh, Glasgow and London: Henry Froupe 
and Hopper & StoucHton, 1912. 

In Volume III, concerned with operative surgery, type 
operations are described and special consideration is given 
to the treatment of the usual and extraordinary emerg- 
encies that may arise during the operation. In style the 
text is clear and leaves no doubt in the mind of the reader 
as to the various steps to be followed. 


A Clinical Manual of the Malformation and Congenital 
Diseases of the Fetus. By Pror. Dr. R. Birnsaum, 
Chief Physician to the University Clinic for Women 
at Géttingen. Translated and Annotated by G. 
Biacxer, B.S., F.R.C.P., F.R.C.G., Obstetric 
Physician ‘to University Hospital and the Great 
Northern Central Hospital; Teacher of Practical 


Midwifery at University College Hospital Medical 
School, etc. Octavo; 379 pages; 58 illustrations in the 
Philadelphia: P. 


text and 8 
Son & Co 
Practically all the works on teratology are written from 
either the embryological or anatomico-pathological as- 
pects or both. The clinical features of monstrosities and 
malformations are widely scattered, mainly in casuistic re- 
ports and are not available, except to the specialist. In 
this work, Birnbaum has attempted to comb:ne the dif- 
ferent interests of teratology. 8 Sa it would be im- 
possible in a work of this size to make even an attempt 
at an exhaustive study and the work may be regarded 
more as a guide than a complete exposition of the subject. 
The novel feature is the introduction of clinical and 
therapeutic data; as an obstetrician the author has 
naturally emphasized the obstetric phases. Birnbaum uses 
conventional classification, but not too closely. His text 
reveals a broad acquaintance with every aspect of the sub- 
ject and of the representative literature, references to 
which are numerous The illustrations are mostly from 
the Géttingen Museum. Some are introduced by ‘the 
translator. The latter has enhanced the value of the book 
by numerous apt and instructive footnotes. 


Diseases of the Stomach, Intestines and Pancreas. 
By Rosert Coreman Kemp, M.D., Professor of Gastro- 
intestinal Diseases in the New York School of Clinical 
Medicine; Gastrologist to the West Side German 
Dispensary, etc. Second Edition. Large octavo; 
1,021 pages; 388 illustrations, some in colors. Phila- 
delphia and London: W. B. Saunoners. Co., 1912. 

In the two years that have elapsed since there ap- 
peared the first edition, several times reprinted, of Kemp's 
excellent book, it has established itself among the recog- 
nized and accepted works on gastroenterology. 

The second edition shows thorough revision and an ef- 
fort to bring the publication in line with the latest ob- 
servations. 

We find, however, only a brief reference to the “Lane 
Kink” (he described several kinks). All elaborate path- 
ology and therapeutics of intestinal bands, adhesions and 
ebstipation | which Lane has been teaching appears to be 
otherwise ignored in the book. Much of the old edition 
has been rewritten. The most notable addition is the in- 
clusion of the diseases of the pancreas. 


It is significant of the progress that surgery has made- 
in the upper abdomen to read in the preface of a text-- 
book written by a gastroenterologist: “Pure gastric neu-- 
roses the author believes. to be rather rare, and particular 
attention is directed to a reflex gastrointestinal disturb- 
ances emanating from disease of the gall-bladder, appen- 
dix and other organs.” 

Medicine: A Quarterly Digest. Edited: 

Hosert Amory Hare, M.D., assisted by LeicHTON 

. AppLeEMAN, M.D: Volume XIV., No. 4, Decem- 

ber, 1912. Philadelphia and New York: Lea & 
Fepicer. $6 per annum, 

This issue, like its fellows, will be found’ very interest- 
ing and informative. Bloodgood, Bonney, Bradford, E. H. 
Goodman and H. R. M. Landis survey the recent literature: 
of diseases of the digestive tract, liver, pancreas and! 
peritoneum. genitourinary diseases; surgery of the ex- 
tremities; shock; anesthesia; tumors, infections ; fractures 
and dislocations; therapeutics. 


A Text-book of Obstetrics. Including Related Gyne- 
cologic Operations. By Barron Cooke Hirst, M._D., 
Professor of Obstetrics in the University of Pennsyl- 
vania. Seventh Revised Edition, Octavo; 1,013 pages ;. 
895 illustrations, 53 im color: Philadelphia and Lon- 
don: W. B. Saunpers Co., 1912. Cloth, $5.00 net; 
half morocco, $6.50 net. . 

This work embodies in it several features that combine 

to make the model text-book. In the first place, the author 
speaks from personal experience which is large and varied. 
The book is intended to give a complete account of the 
obstetric art and is eminently successful in this respect. 
It gives clear pictures, definite instruction and timely 
answers to questions both elementary and puzzling that 
often beset the practitioner. We note with pleasure the 
abundant references to medical. literature, a feature that 
adds to the scientific value of the work. The chapter on. 
inflammations and new. growths of the breast amongst the 
complications and the pathological’ consequences of the 
child-bearing process will be of special help to the obstetric 
surgeon. 

A Practical Text-book of the Diseases of Women, By 
ArtHur H. N, Lewers, M.D. (London), F.R.C.P: 
(London), Senior Obstetric Physician to the London: 
Hospital, etc. Seventh Edition. Octavo; 540 pages; 
258 illustrations, 18 colored plates, 5 plates in black 
and white. New York: Paut B. Hoeser, 1912. Price; 


4.00. : 
Tike text-book is essentially practical. The subject- 
matter is treated with a directness and a definiteness that 
issue from one who can speak with authority. The 
numerous illustrative cases are especially useful to the 
student to whom the approach to clinical material is 
necessarily limited. Of special importance are the chapters 
on carcinoma of the cervix and of the body of the uterus. 
The clinical features, pathology and operative treatment of 
cancer of the uterus, with especial reference to the: 
Wertheim operation are given at great length. 


Die Anwendungsweise der Lokalandsthesie in der 
Chirurgie. Auf Grund anatomischer Studien und: 
praktischer Erfahrungen. Von Pror. Dr. Fritz Hox- 
MEIER. Mit einer Enfiihrung von Pror. Dr. Fritz: 
Koenic. Octavo; 81 seiten; 54 abbildungen. Berlin: 
Aucust Hirscuwa tp, 1913. 4 marks. 

In this small monograph is described the precise technic 
for local anesthesia in various parts of the body, based on 
nerve relationships and illustrated by numerous pictures. 


Books Received 


The Practitioners’ Encyclopedia of Medicine and. 
Surgery in all eir Branches. Edited by J. 
KreocH Murpuy, M.C, (Cantab.), F.R.C.S., Surgeon,. 
Miller General Hospital for South-East London, ete.. 
Quarto; 1,423 pages. London: QOxrorp UNiveasiry 
Press, 1912. 
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A Résumé of Recent Literature. 


_Results in the Treatment of Tumors of the Urinary 
Bladder. E. S. Jupp, Rochester. Journal American 
Medical Association, November 16, 1912. 

The experience at the Mayo clinic with tumors of the 
‘urinary bladder is reported by Judd. Up to the present 
:there have been 114 cases, 84 male and 30 female. The 
- average age was 53 years, the youngest 10 and the oldest 
-over 80. The cases are classified as benign and malignant, 
the former including fibromas and myomas, the latter 
‘carcinomas and papillomas. All papillomas are clinically 
malignant, though some may not show it at first. In 22 
-of the cases more than half the bladder was involved, and 
:in four the tumor completely filled the bladder. Surgical 
‘treatment must be governed by the general condition of the 
rpatient and the cystoscopic mndings. Arteriosclerosis, 
tenal insufficiency, myocarditis, etc., contraindicate radical 
:measures. Bimanual examination is important to de- 
termine the presence and extent of induration. The 
tystoscopic examination is most important, not only for 
determining the extent and location of the growths, but 
also to differentiate a bleeding hypertrophied granulating 
:surface from a true neoplasm. T his granulating surface 
is often seen in prostatic hypertrophy cystitis and par- 
‘ticularly in tuberculosis. It is also present in case of 
‘tumors, etc., pressing on the bladder from the outside. A 
‘stone in the lower part of the ureter may force the mucous 
membrane down into the bladder and simulate a tumor, 
"but an x-ray picture will usually reveal the condition. 
When possible it-is their custom to excise through the 
-cystoscope a piece for histologic examination. With 
;palpable metastases or much induration at the base of the 
‘bladder, the case should be considered inoperable. With- 
yout induration, but the bladder apparently filled by the 
‘tumor, it may still be operable, as the pedicle may be small 
-and involve but little of the mucosa. Lymphatic involve- 
‘ment and visceral metastases are rare. One on the ad- 
wantages of the transperitoneal operation is the chance it 
gives to see the pelvic lymphnodes and the abdominal 
viscera. The prostate is rarely involved except in the late 
stages, but, if so, it should be removed with the tumor. 
The cases are divided into three groups as regards re- 
sults: The first are those not operated on either for 
good surgical reasons or because the patient did not re- 
main for treatment. There are 38 of these, and, as far 
as they have been followed up, the average length from 
‘tthe beginning of the symptoms was 30 months. But not 
counting three exceptional cases, two very short, one very 
long, it was 26 months. The second group, 30 cases, in- 
cludes those where a transperitoneal operation was done. 
Three of these died in the hospital, 10 are dead and 17 are 
living, one not heard from. Of the 17, four have been 
operated on again for recurrences. The average duration 
of symptoms thus operated on was 18.5 months and the 
average duration of life since the operation is 24.4 months, 
and from the first symptoms to death or to the present, 
41.5 months. Compared with those unoperated on, these 

tients have gained an increase of 15.5 months of life. 

e third group includes cases with pedunculated tumors 
operated on suprapubically without opening the perito- 
neum. These numbered One died three weeks after 
operation. The average duration of life in these cases 
from the beginning of symptoms to the time of death or 
to the present is 46 months. Allowing 26 months in cases 
without operation, they have gained 20 months each. The 
better results in these than in the second group is prob- 
ably due to the fact that in the latter the growths were more 
anfiltrating and malignant. The importance of cauterizing 
‘the edges of the wound or of operating entirely with the 
‘cautery is especially emphasized. The high-frequency 
current is a very useful adjunct in the treatment and has 
tbeen employed in 17 cases, including 11 of recurrence. The 
willous growths on small pedicles are most favorable for 
this treatment. On account of the great tendency to re- 
currence it is the custom at Rochester to use the cystoscope 
with these cases every three to six months for two years 


after operation; in this way the appearance of recurrence 
is discovered and treated early with the high-frequency 
current. They believe that the general results would be 
much better if diagnosis and treatment could be earlier ob- 
tained than is usually the case. 


The Present Standing of the Operation of Litholapaxy. 
A. T. Casor, Boston. Journal American Medical As- 
sociation, November 30, 1912. 

The operation of litholapaxy is advocated by Cabot, who 
asks why do surgeons: pass by this operation with its 
mortality of 1.6 to 6 per cent. to resort to suprapubic 
lithotomy having a mortality from 10 to 20 per cent. He 
believes that litholapaxy is the operation of choice in all 
uncomplicated cases of stone. The claim that suprapubic 
lithotomy reveals any unsuspecting conditions existing, is 
answered by him by saying that the cystoscope does this 
in the present methods before we need to operate at all. 
The litholapaxy outfit, while not very expensive, adds con- 
siderable to the surgeon’s apparatus, and may seem a 
serious burden to a general surgeon who sees few cases of 
stone, and he therefore resorts to lithotomy when such a 
case occurs in his practise rather than send the patient to 
another operator. This position is strengthened in his 
mind by the belief that there is special danger requiring 
special skill in litholapaxy. These imagined difficulties, 
Cabot says, are greatly exaggerated and not more than in 
the ordinary cystoscopy, and, according to his observation, 
there is less danger from litholapaxy without experience 
than from suprapubic lithotomy in experienced hands. The 
fear therefore of inexperienced surgeons is unfounded. 
Formerly, before the modern treatment of prostatic 
hypertrophy was developed, it was a common thing in his 
practise to crush stones behind the greatly enlarged pros- 
tate. He has notes of 185 cases of formal litholapaxy 
under general anesthesia, not including a number of cases 
where small stones or calcareous gravel were pumped out 
with or without local anesthesia. Notwithstanding the un- 
favorable conditions, there were only eight deaths, or 4.32 
per cent. Brief notes are given of these cases, showing 
that even this low percentage could not all be attributed to 
the operation. The modern method of removing pros- 
tatic obstruction and making the removal of the stone in- 
cidental, has taken most of the difficult cases out of the 
domain of litholapaxy. Since Dr. Bigelow’s publication 
there have been few additions to the technic, and Cabot 
thinks that Dr. Chismore’s evacuating lithotrite is the most 
important innovation, and he uses this only occasionally 
to bring out some elusive iast fragments. 


Transplantation of the Ovary in the Human Being: 
Record of Three Cases. H. S. Davinson. Edinburgh 
Medical Journal, November, 1912. 

The author reviews the literature and adds three cases 
of his own in which pieces of the ovary removed at opera- 
tion were transplanted into the rectus muscle. In two of 
the cases the grafts evidently took, for the patients 
menstruated, although irregularly, and at that period the 
scar under which the transplanted ovaries lay, would feel 
stiff and uncomfortable, probably owing to the swelling up 
of the ovarian tissue. The author believes that enoug 
successful cases have been reported to make the procedure 
worthy of more frequent trial, as by its use the disagree- 
able features of premature menopause may be avoided. 


Serotherapy in Uncontrollable Vomiting of Pregnancy 
(Sérothérapie dans la Vomissemenis Incoercibles de 
la Grosesse). P. Guétmot, Paris. Paris Médicale, 
November 2, 1912. 

The theory has been advanced that vomiting of early 
pregnancy is due to the absorption of a toxin originating 
in the placental villi. The blood of the normal pregnant 
woman is able to combine with this toxin and render it 
harmless. In the vomiting woman, on the other hand, 
this detoxifying action of the serum is absent and poison- — 
ing of the system results. On the basis of this theory 
various investigators have injected the blood serum of 
normal pregnant women into women suffering from 
pernicious vomiting in the hope of supplying the detoxify- 
ing substance. Guémot has collected these cases and com- 
ments on them. In a number of cases the vomiting ceased 
at once after a single injection. In one case injection of 
horse serum also caused a cessation of the vomiting, while 
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in another normal human male seru-n had a similar effect. 
The author believes that the subject is a fruitful one for 
further research in view of the number of sucessful results 
which have been obtained. 


Experiences with Pituitary-Gland Extract in Obstet- 
rics (Ueber Erfahrungen mit Pituglandol in der Ge- 
burtshilfe). M. Etsensacu. Miinchener Medizin- 
ischer Wochenschrift; November, 1912; No. 45. 

The variance in effect of pituitary extract as reported by 
different observers is due to the inexactness of the dosage 
and the inequality of the gland substance employed in the 
experiments or in therapy. That this animal medicament 
is of distinct value in obstetrics is maintained by the author. 

His conclusions are as follows: 

1. Hypophysis extract is not an absolutely reliable and 
certain uterine tonic, but it is at present the only means at 
d that may be employed to stimulate uterine. contrac- 
ions. It can influence beneficially all cases of uterine atony 
provided sufficient doses are used and the proper cases 
chosen. Through its administration we may in certain 
cases avoid the forceps or the metreurynter. 

2. The induction of abortion cannot be accomplished by 
the pituitary extract. 

3. It is especially to he recommended in cases of atonic 
hemorrhages. 

4. There are no untoward effects following its use. 


The Treatment of Amenorrhea (Zur Behandlung der 
Amenorrhée). R. HorstAtrer. Zentralblatt fiir Gy- 
nakologie, No. 46. 

Hofstatter calls attention to the value of pituitrin and 
hypophysis extract in the treatment of amenorrhea, hypo- 
plastic uterus and undeveloped ovaries; also in atrophic 
uteri due to lactation, anemia, cachexia, etc. In most of 
his cases the author had success in bringing about the 
desired result after a few injections of pituitrin. In 
about one-third of his cases it was necessary to repeat 
the injection for a longer period. The genital bleeding 
was associated with all the subjective symptoms that go 
with normal menses. In certain cases of obesity (ex 
atrophia ovarium) it is well to add the internal adminis- 
tration of thyroid extract either before or during the in- 
jections of pituitrin. The explanation of the physiological 
action of this medication is not yet at hand. 


and the 
Puerperal State. J. Marxoe and Lucius A. 
Wine. Bulletin of the Lying-In Hospital of the City 
of New York; November, 1912. 

The large material of the Lying-In Hospital of New 
York City has been scoured with the view of determin- 
ing the relation between the thyroid and the reproductive 
life of woman. Of 1,000 cases observed, 550 were primi- 
parae and 450 multiparae. Ninety-seven cases of en- 
larged thyroid were found in 64 primiparae and in 33 
multiparae. A family history of goiter was present in 
eight cases (seven primiparae, 1 multiparae). In six 
we there was a history of menstrual disturbance. 

yperthyroidism was present in varying degrees in seven 
cases and probably in one other case, although there was 
no palpable thyroid in this case. Of the whole series of 
thyroid enlargements 20 cases had already been known 
to have some degree of goiter before pregnancy; 30 cases 
developed during the pregnancy; while 47 cases were 
doubtful. These last are in the great majority also in- 
cluded by the authors as possibly having originated at 
some time of the gestation, 


The Thyroid and Its Relation to 


Concerning Extraperitoneal Cesarian Section (Ueber 
den extraperitonealen Kaiserschnitt). Otro Kitst- 
NER. 
ber 22, 1912. 

‘A plea is made by the author for the more general use 
of this method of Cesarian section as devised by Frank 
and Sellheim. The indication for the type of operation 
is chiefly the contracted pelvis with its complications. 
The advantages maintained for it are the. absolute free- 
dlom from mortality of the mothers because the peri- 
toneum is not opened. In a series of 72 extraperitoneal 


Miinchener Medizinische Wochenschrift, Octo- - 


sections Kistner lost only four infants, three of whom 
were already deeply asphyctic at the time of the admis- 
sion of the women to the hospital. There was no form of 
paralytic ileus following the operation; convalescence was. 
marked by the early passage of flatus. The wounds 
healed kindly and did not tend toward suppuration, as is. 
claimed by some authors. Of complications there were 
bladder disturbance in six cases; but these were over- 
come by careful suture and permanent catheterization. 
The extraperitoneal Cesarian section is to be the opera- 
tion of choice in the future treatment of contracted 
pelvic complicating labor, 


Acute Dilatation of the Stomach, Following Cesarian 
Section. Asa B. Davis. Bulletin of the Lying-In 
Hospital, City of New York, November, 1912. 

An interesting complication is reported by the author 
as occurring immediately after Cesarian section. The 
abdomen was about to be closed when it was noticed that 
the stomach suddenly appeared under the abdominal 
opening very much dilated, with engorged vessels, and so 
large that it occupied nearly the entire upper part of the 
abdominal cavity. This condition did not yield to treat- 
ment; the patient’s respirations ceased shortly afterward, 
but could not be restored. The heart kept on beating 
for a few minutes longer. The cause of the acute dilata- 
tion is ascribed to the anesthetic, which was poorly ad- 
ministered. 


The Significance of Streptococci in the Vaginal Secre- 
tion of the Parturient Woman (Ueber die Bedeu- 
tung der Streptokokkenbefunde im Vaginalsekret 
Kreisgender). K. W. Jotren. Zentralblatt fiir Gy- 
nakologie, November 16, 1912. 

In 14 out of 20 patients free from fever during partu- 
rition and the puerperium, Jétten found hemolytic strep- 
tococci in the lochia. In spite of the presence of these 
organisms there was no disturbance of any kind during the 
post-partum stage. Upon this finding the writer bases 
his conclusion that the presence of hemolytic streptococci 
in the vaginal secretion, both during labor as well as in 
the post-partum period, has no pathogenic importance. 
As to the hemolysis per se, J6tten is inclined to believe 
that this is not a pathogenic quality of the bacteria and 
that the latter must be sought for in some other as yet 
unknown factor. 


Ileus During Pregnancy and the Puerperium (Jieus 
wihrend der Schwangerschaft und im Puerperium). 
P. C. Van vER Hoeven. Zentralblatt fiir Gynakologie, 
November 16, 1912. 

In a review of the literature, Van der Hoeven found 
reference to 94 cases of ileus as occurring during preg- 
nancy and the puerperium. Of these cases, 46 were op- 
erated upon, with a mortality of 46 per cent.; 24 were 
unoperated, with a mortality of 81 per cent. In 15 cases 
the cause of death remained unexplained. The author 
seeks to account for the death in the latter cases in a 
mechanical obstipation. This is brought about by the 
traction exerted upon the cervix and vagina and hence 
upon the sigmoid and rectum, especially in the third or 
fourth month of gestation, and also after labor. At these 
times the uterus ascends from the pelvis into the abdomen 
or descends from the abdomen into the pelvis, crowding 
the alimentary tube. 


X-Ray Diagnosis of Extrauterine Pregnancy (Zur 
Réntgendiagnose bei Extrauterineschwangerschaft). 
L. Epic. Zentralblatt fiir Gynikologie, No. 46, 1912. 

The value of the x-ray in cases extrauterine preg- 
nancy is chiefly in early cases, as the asymmetrical posi- 
tion of the fetus obtains only in the earliest stages. In’ 
the later months of pregnancy it is more difficult of in- 
terpretation, and the x-ray can be resorted to only when 
it is certain that the fetus no longer lives. In the latter 
instance it is permissible to introduce a sound into the 
uterus and then take the picture. If the shadow cast by 
the sound falls in the vicinity of that thrown by the 
fetus, the x-ray can scarcely be depended upon to dis- 
criminate between intrauterine and extrauterine preg- 
nancy. Only the totally lateral position of the shadow is 
of value. 
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Aneurism of the Uterine Artery. Huron W. Lawson. 
American Journal of Obstetrics, November, 1912. 

Lawson describes a remarkable case as practically the 
seventh of its kind in medical literature of aneurism of 
the left uterine artery. This occurred in a para xvi, 36 
years of age, and was the cause of fatal hemorrhage 
six days postpartum. The labor was uncomplicated and 
was spontaneous. The placenta was expelled spon- 


taneously within 10 minutes of the childbirth. There 


were several hemorrhages the next few days, which were, 
however, easily controlled ‘by tamponade and ergot. The 
vaginal packing was expelled during an attack of cough- 
ing and was followed by a violent hemorrhage which 
could not be checked. At autopsy a false aneurism of the 
left uterine artery 3x2 cm. was found communicating with 
the cavity of the uterus by an opening 2 cm. in length by 1 
cm. in width, 


Operation for Congenital Pyloric Stenosis (Zur Oper- 
ation der angeborenen Pylorusstenose). PROFESSOR 
Raunnstept. Medizinische Klinik, October 20, 1912. 


The author recommends a new operation for congenital 
stenosis of the pylorus. The old operations, the favorite 
of which is gastroenterostomy, do not give very satis- 
factory results, the mortality being about 50 per ceni. 
The new operation is a modified pyloroplasty and con- 
sists in merely making a longitudinal incision through the 
hypertrophied pylorus down to (but not through) the 
mucosa. Previously, this longitudinal incision had been 
sutured transversely, thus theoretically the 
lumen of the pylorus. On attempting to suture, Raun- 
stedt found that his stitches tore through, so that he had 
to leave the muscularis and its peritoneal covering unsu- 
tured and simply sewed a tab of omentum into the wound. 
This case did so well that the next congenital pyloric 
stenosis was similarly treated, i. e., the tumor was in- 
cised longitudinally down to the muscularis and no 
sutures used. The very slight hemorrhage was easily 
controlled. The cut pyloric muscle gaped widely apart 
and evidently released all pressure on the pyloric open- 
ing, for vomiting promptly ceased and the patient made 
an excellent recovery. On the basis of these two cases 
Raunstedt believes the new operation is deserving of 
further trial, especially as it can be performed very 
rapidly with a minimum amount of shock, 


Adhesion and Constriction of the Bowel: Their 
Demonstration and Clinical Significance. G. E. 
PFAHLER, Philadelphia. Journal American Medical 
Association, November 16, 1912. 

Pfahler finds by x-ray studies that adhesions of the 
bowel are quite frequent, and correspond roughly in their 
location with, the findings of Mollison and Cameron, though 
the evidences of adhesions were more frequently seen or 
recognized in the gall-bladder and duodenal regions, and 
in the colon the most frequent site of stagnation was in 
the cecum and ascending colon. His conclusions are 
summed up in the following: “1. Localized peritonitis re- 
sulting in adhesions is a common condition, and while it 
must often be present without producing any symptoms, it 
is a pathologic condition that should be considered in all 
oscure abdominal cases. 2. Constrictions of the bowels 
may be permanent or temporary. The permanent con- 
strictions are liable to be due to adhesions or carcinomas 
and have been demonstrated in many cases by a number 
of réentgenologists. 3. Temporary constrictions may or 
may not be present during an examination, but the con- 
dition which would give rise to such obstructions will be 
present and can be demonstrated. 4. Colonic loops, par- 
ticularly affecting the sigmoid, may produce repeated tem- 
porary symptoms and have been found associated with the 
group of periodical ‘sick-headache’ cases. 5. The cases of 
‘colonic loop’ that I have been able to study so far have 
been too few to enable me to draw definite conclusions, 
but point the way to the relief of many chronic cases.” 


Why Is Direct Transfusion of Blood Often a Failure? 
A. L. Sorest, New York. New York Medical Jour- 
nal, November 9, 1912. 

Soresi believes that blood transfusions fail much more 
often than they ‘should. The reasons for this, he thinks, 


are, first, that the operation is undertaken when it is not 
indicated, and secondly, that the vein-artery anastomosis 
now in general use is incorrect. 

Transfusion should not be resorted to only when the 
patient is in extremis, but if used at all should be used 
early. In hemorrhages there must be 1 distinction be- 
tween those that can be completely checked and hemor- 
rhagic diseases; in the former saline solution should be 
administered immediately as first resort and during or 
before transfusion; in the latter, transfusion should be 
resorted to before other liquids are introduced into the 
system, because the blood is used as a hemostatic and 
should not be diluted; in the greatest number of hem- 
orrhages infusion alone is sufficient. 

Instead of ‘using the radial artery of the donor and an 
arm vein of the recipient, Soresi recommends using the 
external jugular vein of the recipient and, if possible, 
an arm vein of the donor. This method, according to 
Soresi, has numerous advantages—it obviates ligating and 
cutting the radial artery;-it allows the blood to flow 
much more freely, since the negative pressure in the 
jugular aids in maintaining rapid flow, and the entering 
blood meets with very little resistance—in fact, it is 
sucked out of the donor’s vessel by the action of nega- 
tive intrathoracic pressure. 

The. author appends some experimental work on the 
results of infusions and transfusions on bleeding dogs, 
— which he draws conclusions used in the article 
itself. 


The Treatment of Hemorrhagic Conditions with Nor- 
mal Human Blood Serum. L. A. Levison, Toledo. 
Interstate Medical Journal, November, 1912. 


Levison summarizes the work that has been done in the 
treatment of hemorrhagic conditions with human blood. 
He briefly describes three cases of his own, aged, re- 
spectively, nine years, four days, and five weeks, in which 
very severe bleeding had been successfully controlled by 
injection Of blood serum obtained as a rule from a rela- 
tive of the patient. Two of the patients recovered; in the 
third one, aged five weeks, the hemorrhage stopped after 
a single injection of 20 c.cm., but the child developed 
hemiplegia several days later and died, probably from a 
cerebral hemorrhage. 

The author states that the term hemorrhagic disease 
of childhood includes a number of conditions and dis- 
eases in which the hemorrhage dominates the clinical 
picture. These conditions have not been accurately classi- 
fied because the etiology and pathology are not yet worked 
out. It is probable that there are a number of bacterial 
organisms, any of which may produce this hemorrhagic 
condition in childhood. 


Spinal Anesthesia. Fremrman ALLEN, Boston. Journal of 
the American Medical Association, November 23, 1912. 


The disuse of spinal anesthesia at the present time is. due 
to the large mortality in its earlier use, and now that the 
method has been put on a safe basis by abolishing the use 
of cocain and substituting stovain, novocain or tropacocain 
in combination with epinephrin, it is still difficult for many 
to get rid of the idea of danger produced by the early 
mortality. Another potent reason is that many surgeons 
do not use proper precautions and methods. Spinal - 
anesthesia absolutely blocks the transmission of impulses 
from the periphery to the brain and thus does away with 
the shock. Its value is shown best in cases in which shock 
and sepsis are to be avoided, as for example cases of in- 
testinal obstruction, with fecal vomiting, peritonitis from 
appendicitis and amputations after accidents, prostatectomy 
in old men and various other conditions. He has also been 
strongly impressed with its results as a routine method in 
hernia, fictula, hemorrhoids, etc. He has had no failures in 
his last 33 cases. Failures are always due to errors in 
technic, the commonest one being to let the point of the 
trocar slip out of the spinal canal at the time of injection. 
He also makes the injection painless by freezing the skin 
with ethyl chlorid and he uses now a 5 per cent. tropaco- 
cain hydrochlorid solution with epinephrin, prepared after 
D6nitz’ formula, which is less toxic than the other drugs 
used. He has entirely abandoned the use of the Trendelen- 
burg position, except when a very high anesthesia is de- 
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sired, and ordinarily such can be obtained by slightly in- 
creasing the force of the injection. Toxic symptoms, such 
as faintness, nausea, vomiting, sweating, air hunger, feeble 
pulse, pallor, etc. should be met by elevating the head and 
shoulders, strychnine enjection stimulants (if nausea has 
not begun), etc. It is important not to have patients thus 
anesthetized come to operation starved and faint and he 
tells of feeding a patient with two tumblerfuls of hot soup 
during an operation. It is important to remember that, 
owing to sphincter paralysis, nothing can be held on the 
rectum for two or three hours after operation. The 
psychic effect on the patient is mentioned ialso as a special 
advantage and the best plan is not to act as if, the patient 
were under a general anesthetic but to act as naturally as 
possible, assuming that the patient is all right and not dis- 
turbing him with questions as to his feelings. 


Spinal Analgesia. Report of 400 Cases. J. W. W. 
Hovucuton, Major in British Army. Lancet, October 
12, 1912. 

Houghton has finally settled upon a 5 per cent. solution 
of stovaine in glucose, as formulated by Barker. He in- 
jects 0.9 cc, into the lumbar region and by elevating the 
pelvis can anesthetize any required level. The anesthesia, 
as a rule, lasts 45 minutes. The anesthesia was successful 
in every instance. In two cases inhalation narcosis was 
resorted to—in one case, because a lengthy operation was 
necessary; in the second it preceded the spinal injection. 
In no instance did dangerous symptoms arise. In 35 per 
cent., the analgesia was followed by a perfect feeling of 
well being. In the remainder, such symptoms as faint- 
ness, vomiting and headache superseded. Houghton be- 
lieves that practise and experience are necessary to obtain 
the best results with spinal analgesia. 


The Effect of Intraspinal Injections of Ringer’s Solution 
in Different Amounts Under Varying Pressures. 
W. S. Carter, Galveston. Archives of Internal Medi- 
cine, November 15, 1912. 

Carter found that the dangerous symptoms arising from 
the injection of excessive quantities of fluid intraspinally 
can be best combated by administering atropine and 
cocaine hypodermatically. Atropine restores the sunken 
blood pressure and cocaine stimulates the respiratory 
center. The advantage of using atropine and cocaine be- 
fore intraspinal injections consists not only of lessening 
the dangers of sudden death, but it enables a larger 
amount of fluid to be injected. This is a great advantage 
in administering antimeningococcus serum. 


Surgery of Intramedullary Affections of the Spinal Cord. 
C. A. Exsperc, New York. Journal American Medi- 
cal Association, October 26, 1912. ‘ 

Elsberg says that in the course of more than 60 spinal 
operations he has observed a number of lesions within the 
substance of the cord which seem amenable to surgical 
treatment. This led him to investigate the frequency of 
such lesions and to attempt to develop a technic for their 
treatment. He is convinced that under proper treatmeat 

_ and with proper technic it is feasible and safe to incise 

the cord substance so as to allow the extrusion of localized 

intramedullary growths, to drain cysts in the substance of 
the cord, etc. He is at present experimenting on animals, 
and hopes in the near future to report some valuable re- 
sults. Intramedullary tumors are not as rare as has been 
supposed, and in rare instances they have been operated 
on, but no well-worked-out methods have as yet been 
elaborated. Knowledge, as complete as possible, of the 
anatomy of the cord is the first essential of knowing where 
to make the incision with the least risk. Elsberg describes 
the anatomy, and concludes that in the lumbosacral region 
an incision may be made anywhere in the posterior 
column, but best a few millimeters away from the median 
line and not too near the posterior root zone, lest it damage 
the marginal fibers. The deeper the incision the greater 
risk of injury to the higher lumbar roots. In the dorsal 
and cervical regions the incision should always be made 
in the posterior median column, and the higher the level 
the nearer to the median I'ne. In the upper and mid- 


dorsal regions the incision is best made from 2 to 4 mm. 
from the median line, while from the level of the mid- 
cervical region upward it should be made very near the 
median line, preferable in the posterior median septum. In 
Tare instances, it might be necessary to incise the cord on 
its anterior aspect, and a small cut through the anterior 
fissure and into the anterior gray horn should not cause 
a great amount of motor or sensory disturbance. Aspira- 
tion of the cord can be done with safety, provided that 
only the finest aspirating needle is used and that care is 
taken not to injure the very fine blood-vessels which enter 
the cord from the arachnoid. A very fine von Graefe 
knife is the best instrument for the incision. The pia- 
arachnoid should always be first incised and carefully 
grasped with fine forceps; then the proper site of the pos- 
terior column is selected and an incision of less than 0.5 
cm. long is made. It should be carefully deepened and 
enlarged, care being taken that it should be in the axis 
of the cord, which is best done with a blunt instrument. In 
the case of an intramedullary tumor the incision can 
usually be made into the most bulging part of the cord. 
No attempt should be made to enucleate it unless it is 
superficial and small; it should be left to extrude and be 
removed later by the method previously described by Els- 
berg. Great care must be taken to avoid hemorrhage and 
any injury to the cord; its substance should never be 
grasped by the forceps, and sponging should be done very 
gently, so as not to exert any pressure. After removal of 
the extrusion, one may attempt to suture the delicate edges 
of the pia by a few extremely fine silk sutures. When the 
anterior surface of the cord has to be incised it can usually 
be done after section of one posterior root. The cord can 
be gently lifted by the divided root and partly rotated on 
its own axis to bring the anterior column into view. A 
complete laminectomy (three spinous processes and 
lamina removed at least) is always needed with a 
thorough exploration and examination of the cord, and the 
pia and the dura are incised separately. While difficulty 
may at first be experienced in differentiating the cord sub- 
stance from the capsule of the growth, in most cases it can 
be easily recognized. Careful palpation of the cord will 
often enable the operator to tell the pressure of a solid 
tumor or a fluid accumulation. Eight cases are reported, 
some of them only briefly. 


Vaccine Therapy of Tuberculous Adenitis. Wit Garp- 
NER, Toledo. The Ohio State Medical Journal, No- 
vember, 1912. : 

_Gardner reports six cases out of 40 as showing espe- 
cially well the good results obtained from the treatment 
of severe cases of tuberculous adenitis by means of bacil- 

lary emulsion. He recommends very small doses, 1-15,000 

to 1-25,000 mg. as initial dose. he injection is made 

in the arm, at from four to seven day mtervals; the 
dose being increased very gradually so as not to cause 
any symptoms. Marked improvement occurred even in 
cases in which the general hygienic conditions were poor. 

The chemistry and mechanism of blood coagulation is 
not yet settled. The efforts to check hemorrhages by 
means of calcium, gelatin, adrenalin and styptics have 
been unsatisfactory. The use of animal serum rather 
than human serum has not been successful. Human 
serum never produces toxic results; it should be used in 
all hemorrhages of childhood. A liberal amount should 
be used, and is should be continued a short time after the 
hemorrhages have ceased. 


Cervical Adenitis, with Special Reference to the X-Ray 
Method of Treatment. G. M. Dorrance, Philadel- 
ny The Pennsylvania Medical Journal, November, 

Dorrance first gives a good review of the subject of 
cervical adenitis, dwelling especially on the channels of 
infection, and emphasizing the etiological importance of 
carious teeth and diseased tonsils. He comments on the 
fact that both operative and tuberculin treatment are 
not productive of especially good results and highly rec- 
ommends treatment with x-rays. His plan of procedure 
is as follows: Open air treatment and forced feeding, 
which all patients of this type should receive; removal 
of the primary source of infection plus one or more 
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The x-ray treatment con- 
sists of approximately two exposures a week of about 
15 milliampere-minutes each, with the anode 12 inches 


courses of #-ray treatment. 


from the skin. The rays are filtered through either a 
sole-leather or an aluminum filter. The patient is pro- 
tected. by sheet-lead except the area which one desires 
to treat. On the first symptoms of flushing of the skin, 
treatment should be suspended for at least two weeks. 
The number’ of treatments necessary to obtain a cure 
depends upon the amount of glandular involvement. 

By this- method the number of recurrences have been 
surprisingly few and those which have occurred -have 
been cured by a second course of x-ray treatments. All 
cases of this type should be kept under observation for 
a period of from four to six months. 


A Case of Arteriotomy of the External Iliac Artery for 
Obstruction of the Circulation of the Lower Ex- 
tremity, Caused by an Arteritis. (Ueber einen Fall 
von Arteriotomie der Arteria iliaca externa wegen 
Zirkulationsbehinderung der wunteren Extremitat, 
‘hervorgerufen durch eine Arteriitis.) R LericHe and 
J. Murarp, Lyon. Zentralblatt fiir Chirurgie, Octo- 
ber 19, 1912. 

Despite the unsuccessful result, this report represents a 
bold attempt’ to remove a thrombus within the external 
iliac artery which had caused beginning gangrene of the 
lower extremity. The patient was a woman, 62 years of 
age, who presented herself at the clinic with evidences of 
complete arterial obstruction of the external iliac. The 
symptoms dated back one week previously; the limb was 
cold, cyanotic and all pulsation in the femoral artery was 
absent. Arteriotomy was decided upon to avoid amputa- 
tion. The external iliac artery was exposed extra- 
peritoneally. An incision into the thrombosed artery was 
made and a considerable portion of thrombus was ex- 
tracted; so much indeed that the artery bled considerably 
through the anastomosing channels. Proximally, how- 
ever, the thrombus extended to the bifurcation of the 
common iliac artery. Before any other procedure could 
be attempted, the patient collapsed and died. 


The Lingual Tonsil in Health and Disease. Jonn H. 
Jounson. Journal of Ophthalmology and Oto- 


laryngology, November, 1912. 

Johnson claims that there is great similarity in the 
structures of the main masses composing the tonsillar ring. 
The lingual tonsil contains many mucous glands not to be 
found in the other tonsils. Many of the crypts of the 
lingual tonsils are lined with columnar ciliated epithelium. 
It serves as a filter for the lymph current. Apparently, 
its chief function is one of protection against the inhala- 
tion of various infectious products. 

The lingual tonsil is subjected to many of the same 
diseases as the faucial tonsils, such as catarrhal infection, 
lacunar infections, hypertrophy, mycosis, tuberculosis, 
‘leprosy and syphilis. A very common condition is the 
dilatation and enlargement of the veins covering the organ. 
Hypertrophy seems to occur more often in women than 
in men. Varix is frequently due to the disturbance of 
local circulation: These tonsils are apt to become more en- 
larged during the menstrual period. 

The chief symptoms can be classified under two heads, 
local and reflex. Cough, the sensation of a foreign body 
in the throat, paresthesia, voice changes, the spitting of 
small amounts of blood and respiratory distress are very 
common symptoms. Often there is a continual’ pain at the 
root of the tongue. Hemorrhage is usually due to the 
bursting of one of the varicose veins. 

Sometimes nausea and vomiting result from the feeling 
of a foreign body. 

About 20 to 25 per cent. of the sufferers from lingual 
tonsilar disease belong to the professional voice-users. 

Medical means that help to build up the system may be 
used to overcome some of the symptoms, but when the 
disease becomes chronic surgical means should be resorted 
to. This is best done by the use of the lingual tonsillotome. 
The author concludes as follows: 

1, That the lingual tonsils are glandular organs and 
secrete lymphocytes; that they lubricate the surface, and 


. area was covered. The same symptoms arose. 


while in a normal condition are important organs of pro- 
tection. 

2. That the simpler throat affections require the vital 
organs to be carefully guarded. 

3. Of the extrapulmonary causes of cough the glosso- 
epiglottis space is undoubtedly the most frequent, and un- 
less that portion of the 1-:spirative tract be examined as it 
should be in every case of cough a serious error in 
diagnosis must ensue. 

4. That numerous reflexes result from diseased lingual 
tonsils and lingual varix which are greatly helped or cured 
by proper treatment. 

5 That the lingual tonsils may become diseased and 
changed from organs of protection to organs of infection, 
and when they become such they should be removed. 


Prognathism, With Operative Treatment. W. M. 
HarsHa, Chicago. Journal American Medical Asso- 
ciation, December 7, 1912. ; 

Harsha, after pointing out the distinction between racial 

and pathological prognathism, reports a case of the latter 
relieved by surgical operation. In this form a prog- 
nathism the malocclusion and false alignment are much 
pronounced instead of being practically normal as in the 
racial type. In the case reported the cutting edges of the 
upper central incisors were five-eights of an inch behind 
those of the lower jaw on one side and three-quarters of 
an inch on the other. The mental portion of the mandible 
was overdeveloped and the angle of the jaw was almost 
completely lacking. All the lower teeth were sharply in- 
clined toward the tongue. Dental and labial sounds were 
almost inhibited; there was marked thickening of the 
lower lip and a depression of the upper with the ala nasi. 
The last molars were absent. The only cause for the de- 
formity is defective development, and the diagnosis is only 
between it and an old forward dislocation of the lower 
jaw with restored motion. The operation performed was 
as follows: “Five-eighths inch on one side and three- 
fourths inch on the other were resected through a 2-inch 
incision along the lower border of the jaw on each side. 
This was easily done with bone-cutting forceps. When 
the inferior dental nerve was reached it was held out of 
the way by a ligature, while the upper portion was cut 
away. The fragment was rhomboid in shape with the 
base above. The ends of bone were fastened together, 
each with two wires. Slight mobility was permitted so 
that the ends might be moved upward or downward, as 
required, to adjust the upper and lower teeth, which were 
wired together by Dr. Eisenstaedt by the method of Dr. 
Gilmer. The wound healed by primary union. Before 
bony union had taken place the patient was called home 
and supervision was impossible. The wire splints had 
been removed before complete union, with the result that 
the distal fragments were displaced upward and two 
molars had to be extracted.” In a letter, however, the 
patient reports that he can talk and chew well and that his 
appearance is greatly improved, but he admits a better re- 
sult could have been obtained if he had remained longer 
under treatment.. Harsha remarks on the advantages of 
the extraoral operation in these cases, which admits of 
the selection of the best site for restoring the angle and 
facilitates submucous resection. 


Poisoning by Scarlet Red. H. H. M. Lye, New York. 
Medical Record, November 16, 1912. 

In a middle-aged woman, scarlet red ointment (8% 
strength) was applied to a rather extensive granulating 
wound following a burn. On the sixteenth day the 
patient complained of headache, dizziness and faintness. 
On the following day there ensued intense abdominal pain, 
vomiting, an abdominal tenderness, a rise of temperature 
to 102° F. and a pulse of 120. There was albuminuria but 
not casts. The symptoms suggested duodenal perforation. 
On cessation of the ointment, the symptoms gradually sub- 
sided. One week later the scarlet red was applied to a 
small area and gradually increased until two-thirds of the 
After a 


second interval the ointment was applied in 4 per cent. 

strength; no further toxic signs developed. Lyle refers 

= gy case of poisoning by scarlet red reported by 
urbski. 
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The Effects of Scarlet Red on Defects in the Mucous 
Membrane of the Stomach. An experimental study. 
J. S. Davis and C. D. Dennine, Baltimore. Bulletin 
of the Johns Hopkins Hospital, November, 1912. 
Davis and Denning report an extensive series of ex- 
periments upon animals to determine the effect of scarlet 
red administered in various ways. The dye stuff is non- 
toxic whether given by mouth, subcutaneously. or intra- 
peritoneally, They excised pieces of stomach mucosa in 
order to bring about artificial ulcers and gave the animals 
scarlet red by mouth, It seemed that these ulcers healed 
quicker than in control animals to whom only olive oil was 
administered. Their experiments are suggestive, and they 
deem scarlet red administered by mouth as worthy of trial 
to heal gastric ulcer. 


{ 

Pleural Vomical, With An Analysis of Sixteen Cases. 

E. Smiru, St. Louis. Journal American Medical As- 
sociation, December 7, 1912. , 

Smith says that, if left to Nature, the destiny of pus 
within the pleural sac would be: first, absorption; second, 
formation of a pleural vomica; third, perforation of the 
chest wall; and fourth, perforation through the diaphragm. 
Of these several results, all quite rare, the formation of 
pleural vomica is probably most frequent. Dieulafoy’s 
definition of pleural vomica as a purulent collection burst- 
ing into the bronchi and coughed up, is quoted. The paper 
is based on the analysis of 16 cases, one of which is re- 
ported. Four cases developed during pneumonia; one in 
appendicitis; one in a mouth infection; two in chronic 
bronchitis with bronchiectasis; three in empyema; three in 
abscess of liver; four sources, therefore, were below the 
diaphragm. In none of them were tubercle bacilli present 
in the pus. The symptoms are described, the distressing 
cough and expectoration, sometimes sudden and in one 
case nearly fatal through suffocation and shock; and a 
marked loss of weight and strength. The physical signs 
were those of localized flatness and other evidences of 
fluid in the pleura. Signs of pneumothorax were present 
in only two cases. The important points in the diagnosis 
were (1) the history of the cases; (2) the sudden ex- 
pectoration and septic fever; (3) the most important of 
all, the localization physical signs. Three cases were fatal: 
one from pulmonary abscess, one from myocardial de- 
generation after relief by operation and one from shock 
following resection of rib for obliteration of a long-stand- 
ing empyema cavity. The progress of the majority of the 
cases appeared to be toward a fatal termination from 
septicemia, exhaustion, multiple abscesses, etc., until re- 
lieved by operation. In conclusion, Smith emphasizes his 
opinion that this condition deserves far more attention than 
is accorded it. Many a victim of this generally curable 
malady is doomed to an untimely grave because he is be- 
lieved to be suffering from hopeless affections like 
tuberculosis, inoperable bronchiectasis, pulmonary abscess 
or some other fatal respiratory disease. If the localized 
empyema is diagnosed before perforation, or if every case 
of copious purulent expectoration were carefully studied, 
many lives could be saved and much suffering prevented. 


Experimental Contribution to the Réntgen Ray Treat- 
ment of Peritoneal Tuberculosis. (Experimenteller 
Beitrag sur Réntgenbehandlung der  Peritoneal- 
tuberkulose.) E. Fatx, Berlin. Berliner Klinische 
Wochenschrift, November 11, 1912. 

Falk induced a peritoneal tuberculosis in guinea pigs 
and after certain intervals applied the x-rays to the ab- 
domen. He found that if treated early, before the process 
had invaded the parenchymatous organs, the tuberculosis 
became completely healed. He recommends x-rays, there- 
fore, in early cases of human peritoneal tuberculosis. 


Sterilization of the Skin by Spirituous Solution of 
Mercury Perchloride. Ciark, British Medical 
Journal, September 28, 1912. 

Clarke paints a solution of 1-500 perchloride of mercury 
ir methyl alcohol before the operation, twice at an inter- 
val of ten minutes. He has tried this method in 102 cases 
and in all his aseptic cases obtained primary union. Clarke 
deems his method an advantage over the iodine method, 
inasmuch as it causes no irritation of the skin. 


Closure of. Cranial Defects from the Tibia. (Ersatz von 
Schideldefekten aus der Tibia.) Dr. Kiernscuminrt, 
Berlin. Zentralblatt fiir Chirurgie, October 26, 1912. 

Kleinschmidt first makes a flap from the inner aspect of 
the tibia, half of which consists of a thin slice of bone 
plus periosteum, the other half of periosteum only. The 
loose portion of the periosteum is then sewed over the 
bare area of the bone flap enclosing the piece in a cover 
of periosteum. This is then sewed to the cranial and 
dural defect. The periosteum thereby becomes a sub- 
stitute for the dura mater. In one case the result was 
excellent. 


Further Observations of the Carcinoma Skin Reaction. 
H. Lisser and A. BLoomFIELp, Baltimore. Bulletin 
of the Johns Hopkins Hospital, December, 1912. 
These authors tested the reaction of Elsberg, Neuhof 
and Geist in 158 cases, which is obtained by the sub- 
cutaneous injection of defibrinated blood when evidences 
of hemolysis are noted by the color reaction of the over- 
lying skin. This test was supposed to be fairly diagnostic 
in cancer cases. In two-thirds of 62 cases of verified 
malignant disease the test was positive. In 94 control 
cases the test was positive in 8.4 per cent. They conclude 
that a negative skin reaction adds little or no weight to 
the evidence. A positiv> reaction, however, is a strong 
presumptive evidence of cancer. 


Diagnostic Pitfalls Identified During a Study of 8,000 
Autopsies. Ricuarp C. Casot, Boston. Journal of 
the American Medical Association, December 28, 1912. 

Some of the commoner mistakes: 

“Acute gastritis” is a rare disease in adults. As a rule 
appendicitis or gall-stones is the correct diagnosis. 

“Chronic indigestion” is usually a mistaken diagnosis, 
the actual condition being peptic ulcer, pulmonary tuber- 
culosis, constipation or cancer of the colon. 

“Bronchitis” usually proves to be phthisis, bronchiectasis 
or bronchopneumonia at autopsy or in the outcome. 

“Asthma” beginning after middle life is usually symp- 
toma of cardiac or renal disease. ; 

“Unresolved pneumonia” is frequently a mistaken 
diagnosis, the real disease being interlobar empyema. 

“Malaria” is often given as the diagnosis in cases of 
phthisis, hepatic syphilis, hepatic abscess and urinary in- 
fections. 

“Typhoid fever” in a patient’s history may mean tuber- 
culosis or latent sepsis (septic endocarditis, suppurative 
nephritis, etc.). 

“Rheumatism” has sometimes turned out in my experi- 
ence to mean; aortic aneurysm, cancer of the pleura, 
tabes dorsalis, osteomyelitis, spondylitis deformans, bone- 
tuberculosis, syphilitic periostitis, lead-poisoning, morphin 
habit, alcoholic neuritis, trichiniasis and gonorrheal infec- 
tion. “Rheumatism” is one of the most dangerous of all 
diagnoses to the conscientious physician. 

“Cystitis” is usually a symptom, not a disease. It points 
to disease below the bladder (stricture, obstructing pros- 
tate, etc.), or above it (renal tuberculosis and other renal 
infections) as is the cause. 

“Hemorrhoids” often mask cancer of the rectum. 

“Neurasthenia.” The real disease almost always shows 
itself in youth on the basis of congenital tenden- 
cies, though like tuberculosis it may be roused into active 
progress by any prolonged strain, mental or physical. When 
it appears after middle age it is almost always a symptom 
of organic’ disease such as dementia paralytica, chronic 
nephritis, arteriosclerosis, myxedema, hyperthroidism or 
phthisis. 

The incipient stages of the disease mentioned in the 
last sentence are rarely recognized. The same is true of 
gastric ulcer, pernicious anemia, leukemia, cirrhosis of the 
liver, congenital renal cysts, renal tuberculosis and many 
other diseases. 

Cirrhosis was latent in patients dying from hyper- 
thyroidism, cancer of the prostate, cancer of the rectum, 
cancer of the cecum, pancreatic cyst, pancreatic cancer, 
pneumonia after fracture of the femur, cut throat, aortic 
aneurysm, dementia paralytica, diabetes, hemophilia (no 
jaundice), and many other diseases, 
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